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1
GENERAL INTRODUCTION
Imagine how you would feel if you had no base and no place to feel at home? The 
following personal goals were formulated by homeless young adults upon entry at a 
shelter facility: “I hope to find a place where I can feel at home and I hope to improve 
my living condition so others can be proud of me”; “I hope to prove to others that I am 
doing well and I wish to have confidence in myself and trust in life”; “I am looking 
forward to learn skills on how to defend myself better against violence and that 
doctors could check my teeth and physical health”; “I would like to live financially free 
of debts and to have a job.” 
Homeless young adults form a heterogeneous, vulnerable population. Most homeless 
young adults have multiple, complex problems, such as mental (Tucker, Edelen, 
Ellickson, & Klein, 2011; Whitbeck, Hoyt, & Bao, 2000), physical (Altena, Brilleslijper- 
Kater, & Wolf, 2010), and substance abuse problems (Beijersbergen, Jansen, & Wolf, 
2008; Korf, van Ginkel, & Wouters, 2004; Wenzel, Tucker, Golinelli, Green Jr, & Zhou, 
2010). Generally, they have very few resources to participate in society like no stable 
housing, a low level of education, no or a low income and a lack of employment 
(Beijersbergen et al., 2008; Jansen, Wolf, & van der Heijden, 2007). The personal, 
familial and social issues that homeless young people face and the potentially harmful 
practices they often engage in are difficult for service providers to address and/or 
to manage within existing youth services (Mallett, Rosenthal, Myers, Milburn, & 
Rotheram-Borus, 2004). Consequently, there is a strong need for high quality service 
provision for this specific group through preferably integrated and evidence-based 
interventions. In the Netherlands, both homeless young adults and professionals 
have expressed the need for improving the quality of care for homeless youth. 
However, no compelling evidence exists for effective interventions for this group 
(Altena, Brilleslijper-Kater, et al., 2010; Slesnick, Dashora, Letcher, Erdem, & Serovich, 
2009). Because of this lack of evidence based and well-grounded interventions, the 
need for quality improvement in the Netherlands is high. Therefore, a strengths-
based intervention for homeless youths was developed, in close cooperation with 
homeless young adults and professionals in this field. Houvast is a strengths-based 
intervention developed to improve homeless young adults’ quality of life by focusing 
on their strengths and stimulating their capacity for self-reliance (Wolf, 2012a, 
2012b). Since 2015, the strengths-based approach has been included in the ‘effective 
social intervention database’ as a well-grounded intervention (Movisie, 2015). 
 This dissertation aims to contribute to quality improvement and the profession-
alization of care for homeless young adults. The model fidelity and effectiveness of 
Houvast were assessed in shelter facilities for homeless young adults in the 
Netherlands. The fidelity of the Houvast intervention was investigated in five Dutch 
shelter facilities for homeless young adults trained in the Houvast intervention. The 
effectiveness of Houvast was examined by comparing shelter facilities who work 
Processed on: 4-10-2016
505620-L-bw-Krabbenborg
10
CHAPTER 1
according to Houvast with shelter facilities who deliver care-as-usual. Homeless 
young adults in both groups were compared on: quality of life (primary outcome), 
functional and social outcomes, care needs, mental health outcomes and strengths 
outcomes. In addition, two important concepts of Houvast were investigated as well, 
namely self-determination and the working alliance between professionals and 
homeless young adults. This intervention study was carried out between January 
2011 and July 2014. 
 This introductory chapter gives a definition of homeless youth adults and data on 
the prevalence of this population. It then describes the policy context and service 
provision for homeless young adults in the Netherlands and also provides background 
information on the situation of homeless young adults. Thereafter, a short description 
of the development of Houvast is given followed by the theoretical framework for 
this dissertation. The chapter ends with an overview of the data collection and an 
outline of the different studies in the present dissertation.  
Definition and prevalence
Homeless young adults are defined as young people under the age of 23 who suffer 
from multiple problems and are residentially or literally homeless (VWS, 2011). 
According to recent counts, approximately 9000 young adults in the Netherlands are 
homeless of which 1900 are residentially and 7100 literally homeless (Brummelhuis 
& Drouven, 2011). This equals 0.20% of the total Dutch population between 0 and 
23 years of age (CBS, 2014).  Residentially homeless young adults live in residential 
homelessness services such as social shelters or supported living accommodations. 
Literally homeless young adults do not have their own living accommodation, 
sleep rough or temporarily stay with relatives or friends, or make use of emergency 
accommodations. 
 The number of homeless young adults in the Netherlands appears to be increasing 
(Brummelhuis & Drouven, 2011). In addition, it is generally believed that the actual 
number of homeless young adults is higher as it is very difficult to count the so called 
“couch surfers“: young adults without permanent housing who temporarily stay with 
relatives or friends (Movisie, 2014).
 Unfortunately it is not possible to make comparisons between the sizes of the 
populations of homeless young adults across Europe. The definition of homelessness 
varies from country to country and even if the size of the population is measured, 
researchers often use data from different sources as well as different methods and 
instruments (Moss & Singh, 2014). In most European countries data on the prevalence 
of homeless young adults are lacking or are difficult to interpret. In Denmark, for 
example, 633 and 1138 homeless young adults between 18 - 24 years were counted in 
2009 and 2013 respectively, suggesting an increase in youth homelessness of 80% 
(Benjaminsen, 2013). Furthermore, the percentage of homeless young adults between 
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18-24 years in the total Danish population of that age is not known. In the United 
States, the number of homeless young adults (aged 18 – 24) varied widely and ranged 
from 750.000 to 2 million (Whitbeck, 2010). These numbers equal 2.4% to 6.5% of 
the young adults between 20 – 24 years in the population of the United States in 2010 
(Howden & Meyer, 2011). Despite the fact that the prevalence of homeless young 
adults in the Netherlands is lower compared to the prevalence known in the United 
States, the problems they suffer from are severe and the expected increase of 
homelessness among young adults in the Netherlands is worrying. 
State of the art of service provision for homeless young adults in  
the Netherlands
Especially in the larger municipalities in the Netherlands a range of services for 
homeless young adults have been developed over the last twenty to thirty years. 
Four types of services can be distinguished: outreach services, low-threshold services, 
residential services and supported housing. The primary aim of outreach programs is 
to make contact with young adults who are literally homeless and help them to find 
appropriate services that match their needs. An example of this type of service is 
flexible assertive community treatment (FACT). Young adults receive individual case 
management or intensive care provided by a multidisciplinary team (van Veldhuizen 
& Bähler, 2013). Low-threshold services include drop-in services or night shelters for 
homeless people. These services provide emergency help by fulfilling basic needs 
such as food, shelter and a safe haven during the day or at night. Often, no distinction 
is made between homeless young adults and homeless adults. Residential services 
include the so-called social pensions and social shelters. Homeless young adults in 
these shelters receive general support in meeting their basic needs (e.g. shelter, food 
and security) and receive specific services with, for example, their finances and 
education. Most of the residential services also provide individual counseling and 
vocational training. In general, approximately 10 -15 homeless young adults from 18 
years or older live together in one shelter. Sometimes, homeless young adults have 
their own room within the shelter. Homeless young adults who make use of supported 
housing have their own apartment or sometimes share an apartment with others. 
Professionals usually provide targeted support and counseling on a regular basis. 
Professionals working in residential or supported housing services provide care for a 
period of at least six consecutive months. This dissertation focuses on the population 
of homeless young adults who reside in shelter facilities and receive residential care 
(e.g., social pension or social shelters) or ambulatory care (while being housed or not 
being housed). Hereinafter all these types of services are referred to as shelter 
facilities.
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Profile
The population of homeless young adults often is characterized by considerable 
disadvantage, disconnection, uncertainty, lack of safety and security and accommodation 
transience (Darbyshire, Muir-Cochrane, Fereday, Jureidini, & Drummond, 2006). 
There are various ways in which young adults can become homeless (Thompson, 
McManus, Lantry, Windsor, & Flynn, 2006). The literature often discerns typologies, 
including: “runaways (youth who left home without parental consent) and throwaways 
(youth who have been forced out of their home), street youth (living on the street 
without shelter), sheltered youth (living in a shelter), and doubly homeless youth 
(youth who have been removed from their homes and taken into custody and placed 
into unsuitable or inappropriate settings  from which they run away due to intolerable 
conditions)” (Hyde, 2005; Thompson et al., 2006, p. 34). In the Netherlands, the most 
frequently mentioned reason by homeless young adults to leave their home 
prematurely is the experience of family conflict (Van der Ploeg & Scholte, 1997; Wolf, 
Altena, Christians, & Beijersbergen, 2010). Other reported reasons are physical, 
emotional or sexual abuse, a bad relationship with (step)father, personal problems 
(e.g. delinquency) or having been forced out of their home by parents or guardians 
(Wolf, Altena, Christians et al., 2010).
 Homeless young adults in western countries are compared to their home-based 
peers at greater risk of unemployment, suicidal acts, pregnancy, survival sex, time in 
juvenile justice centers, dropping out of school, and health problems (Adlaf & 
Zdanowicz, 1999; Mallett et al., 2004). In addition, many homeless young adults 
suffer from mental health problems like depression or substance abuse problems 
(Beijersbergen et al., 2008; Jansen, Mensink, & Wolf, 2007; Korf, Diemel, Riper, & 
Nabben, 1999; Noom & de Winter, 2001). Often, a considerable part of their social 
network consists of young adults who experience the same disadvantage and 
insecurity and who also lack a stable supporting social network (Wolf, Altena, 
Christians et al., 2010). Many have very few resources to participate in society like 
no stable housing, a low level of education, no or low income and high debts, a lack 
of employment, and many struggle to maintain a daily routine (Beijersbergen et al., 
2008; Jansen, Wolf, et al., 2007). Approximately 30% of homeless young adults 
appears to have a mild intellectual disability (measured in various ways) (Korf et al., 
1999; van der Laan et al., 2013) which makes them more vulnerable for adverse 
events. In general, homeless young adults have had unsuccessful experiences with 
social service systems and professionals and have lost their trust in both (Planije, van 
‘t Land, & Wolf, 2003).
 In conclusion, despite differences in policies, welfare state, health care insurance 
and care system, the situation of homeless young adults in the Netherlands seems 
comparable with homeless young adults in other western countries. By far, most 
research among homeless young adults is conducted in the United States. Studies in 
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the United States and in several other European countries (e.g. United Kingdom, 
Portugal, Czech Republic) also report about family conflicts as a common reason for 
young adults to leave their home and youth who run away from youth care institutions 
after having been taken into custody (Thompson et al., 2006). 
Quality of life of homeless young adults
Quality of life is an important indicator of the way that homeless young adults 
experience their living situation (Hubley, Russell, Palepu, & Hwang, 2014; Lehman, 
1988). According to the World Health Organization (WHO), quality of life can be 
defined as “an individual’s perception of their position in life in the context of the 
culture and value systems in which they live, and in relation to their goals, expectations, 
and concerns. It encompasses an individual’s perceived level of physical, psychological 
and social well-being” (WHO, 1995, p. 1405). The majority of people in the general 
population report a standard quality of life of 75% of the scale maximum  (Cummins, 
1995; Evans & Huxley, 2002).  Although no studies are available that directly examined 
differences in quality of life among housed and homeless young adults, on the basis 
of an international review on quality of life of homeless people, including homeless 
young adults, it seems plausible that homeless young adults tend to have a lower 
quality of life. In this review a lower quality of life was associated with poorer mental 
health and more substance abuse and being older and being female were associated 
with a higher quality of life (Hubley et al., 2014). Homeless young adults in the 
Netherlands assess their quality of life as ‘not bad / not good’ to ‘mostly satisfied’ 
(Wolf, Altena, Christians et al., 2010). The same applies for homeless girls (Altena, 
Jonker, & Wolf, 2009). However, homeless young adults with serious psychological 
problems report their quality of life substantially lower as ‘mostly dissatisfied’ to ‘not 
bad / not good’ (Barendregt, Schrijvers, Baars, & van de Mheen, 2011), indicating the 
existence of differences in quality of life within the population of homeless young 
adults.
Interventions
Intervention studies among homeless young adults are scarce and often do not 
include quality of life as an outcome measure (Altena, Brilleslijper-Kater, et al., 2010; 
Slesnick et al., 2009). The few effect studies among homeless young adults that 
included quality of life as an outcome measure showed improvement in quality of life 
as a result of the intervention (Ferguson & Xie, 2008; Wagner et al., 1994). Studies 
about quality of life of homeless youth and homeless people in general, including 
homeless young adults, showed similar results (Bearsley & Cummins, 1999; Hubley et 
al., 2014). Thus, quality of life tends to be sensitive for change as improvements were 
demonstrated. Furthermore, it was found that quality of life was associated with 
different positive outcomes such as psychological well-being, independent housing 
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(Hubley et al., 2014; Wolf, Burnam, Koegel, Sullivan, & Morton, 2001) and higher 
levels of relatedness were predictive for higher levels of quality of life (Al Shamma et 
al., 2015). Altogether, quality of life seemed a relevant concept to include in studies 
on homeless young adults and was therefore chosen as the primary outcome measure 
in the Houvast intervention study. 
Development and basic principles of Houvast
Houvast aims at improving the quality of life of homeless young adults in shelter 
facilities Houvast was developed by Wolf (Wolf, 2012a, 2012b) and is based on 
different types of information and knowledge, i.e.:
1 Experiences of homeless young adults and professionals with service delivery 
and their views on appropriate care; 
2 Scientific evidence regarding effective interventions; 
3 Theoretical and conceptual models.
1. Houvast was developed in close cooperation with homeless young adults and 
professionals. Six focus groups with homeless young adults were held in order to 
tailor the intervention to the needs and wishes of homeless young adults. A total of 
sixty homeless young adults were interviewed to collect information on their socio- 
demographic characteristics, quality of life, psychological health, care needs, and 
satisfaction with care. Interviews were held with professionals whom homeless 
young adults considered to be ‘effective’. Furthermore, professionals and homeless 
young adults together attended five workshops. The aim was to investigate the 
critical ingredients of an intervention they considered appropriate for homeless 
young adults. Both professionals and homeless young adults identified as critical 
ingredients a constructive working relationship based on trust and mutual respect 
and fostering hope, high quality communication, a positive non-judgmental approach, 
problem solving, the need to always provide a second chance, and a focus on the 
young adults’ strengths and what they can do instead of focusing on their problems 
and what they cannot do (Wolf, 2005). 
2. A review on effective interventions for homeless young adults was conducted 
(Altena, Brilleslijper-Kater, et al., 2010). The review showed that a variety of interventions 
was used for homeless young adults and only a few of these interventions had been 
formally evaluated, namely: (intensive) case management programs, independent 
living programs, brief motivational interventions, cognitive behavioral interventions, 
living skill/vocational interventions, peer-based interventions and supportive housing 
programs. These studies assessed a variety of outcomes: drug and alcohol use, 
mental health, material comfort, safety, homelessness, and tenability outcomes. 
The reviewers concluded that it was difficult to draw conclusions as they were limited 
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by the heterogeneity of interventions, participants, methods and outcome measures. 
However, interventions that used cognitive behavioral approaches appeared to be most 
promising. 
 Because the review did not provide compelling evidence for an effective 
intervention for homeless young adults and the critical ingredients mentioned by 
professionals and homeless youths matched well with a strengths-based approach it 
was decided to review the effectiveness of this model. Six experimental or quasi-ex-
perimental studies (Barry, Zeber, Blow, & Valenstein, 2003; Björkman, Hansson, & 
Sandlund, 2002; Macias, Farley, Jackson, & Kinney, 1997; Macias, Kinney, Farley, 
Jackson, & Vos, 1994; Modcrin, Rapp, & Poertner, 1988; Stanard, 1999) and four 
non-experimental studies on the strengths-based approach (Kisthardt, 1994; Rapp & 
Chamberlain, 1985; Rapp & Wintersteen, 1989; Ryan, Sherman, & Judd, 1994) among 
severe mentally ill people showed consistently positive outcomes on number of 
 hospitalizations, social functioning and social support. Quality of life also improved in 
one study (Stanard, 1999). In addition, positive effects were also found on consumer 
income, physical health, symptomatology and family responsibility (Barry et al., 2003; 
Macias et al., 1997; Macias et al., 1994). A more  recent study (Fukui et al., 2012) 
found an association between adherence to the strengths-model (fidelity) and 
improved outcomes on psychiatric hospitalization, competitive employment, and 
involvement in post-secondary education. The strengths-based approach has been 
applied to a variety of groups, such as homeless youth (Saewyc & Edinburgh, 2010), 
people who abuse substances (Rapp & Lane, 2013; Rapp et al., 2008; Siegal et al., 
1996; Siegal, Li, & Rapp, 2002), abused women (Song & Shih, 2010), and emotionally 
disturbed youth and their families (Cox, 2006). Among homeless youth positive 
changes were found on: self-esteem, emotional distress, suicidality, substance abuse, 
and risky sexual behaviors (Saewyc & Edinburgh, 2010). Also in the field of substance 
abuse, treatment retentions (Siegal et al., 2002), linkage (Rapp et al., 2008), and 
employment outcomes improved and the involvement with the criminal justice 
decreased  (Rapp & Lane, 2013; Siegal et al., 1996). In addition, in the field of abused 
women the strengths-based approach proved to be effective; women showed a 
significant decrease in depression, had a better life satisfaction and a growth of sense 
of self and empowerment (Song & Shih, 2010). Among emotionally disturbed children 
and youth it was found that child symptomatology and functional impairment 
improved over time (Cox, 2006). Based on all this information and the input of 
homeless young adults and professionals the strengths-based approach (Wolf, 
2012b), developed by Rapp and Goscha for persons with mental illness (Rapp & 
Goscha, 2011), was chosen as the basis of Houvast.
3. In addition to the strengths-based approach, Houvast is based on different 
theoretical and conceptual models: the concept of resilience (Saleebey, 2006), the 
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self-determination theory (Ryan & Deci, 2000b), the concept of citizenship (Wolf, 
2002), and the model of social quality (Van der Maesen & Walker, 2005; Wolf, 2012b).
 While homeless young adults are vulnerable, they simultaneously possess an 
arsenal of survival strategies and resilience. The concept of resilience refers to the 
ability to adapt to stressful situations and life events. Resilient people rely on their 
own coping skills and mechanisms in tackling and solving problems and have 
expectations of others’ availability and social support (Driessens & van Regenmortel, 
2006). The concept of resilience can help explain how homeless young adults cope 
with the hazards in their lives and are able to recover and what professionals could do 
to support them in their recovery process. Strengthening homeless young adults’ 
resilience is an important task for professionals as this may bring a sense of optimism 
and hope (Saleebey, 2006).
 The self-determination theory is another underlying theoretical framework of 
the Houvast intervention. The self-determination theory is a social psychological 
theory on motivation and provides a theoretical framework for the enhancement of 
psychological well-being. According to this theory, three innate basic psychological 
needs should be satisfied for an ongoing experience of psychological well-being; 
namely autonomy, competence, and relatedness. Autonomy refers to the need to 
feel volitional, to experience freedom and to make own choices and decisions. 
Competence refers to the perception that one’s behavior results in the intended 
outcomes and effects. Relatedness refers to the desire to feel connected to others. 
Self-determination theory states that these needs are the essential elements for a 
person’s psychological growth. According to this theory, a social environment can 
either elicit or undermine the fulfillment of humans’ basic needs (Deci & Ryan, 2000). 
As many homeless young adults end up in shelter facilities after becoming homeless, 
an environment in shelter facilities that enables the self-determination of these 
young adults is crucial for their psychological well-being. 
 The concept of citizenship refers to the status of a person, homeless or not, 
recognized under the custom or law as being a member of a state. As such, a citizen 
is guaranteed a minimum level of quality of life because he or she has fundamental 
social rights, such as access to societal resources and institutions. Despite their 
sometimes unusual or troublesome behavior and their weak social status, homeless 
young adults are and remain citizens (Wolf, 2002).  Like any other citizen, homeless 
young adults have rights and privileges, but also have duties and responsibilities. On 
the one hand, they can make their own choices and direct their own lives and on the 
other hand, they must also conform to rules and laws and are expected to make a 
contribution to society to the level of their abilities. To fulfil this dual function, citizens 
must possess a certain degree of autonomy, good judgment and loyalty. 
 Houvast is also grounded in the ‘model of social quality’(Van der Maesen & 
Walker, 2005; Wolf, 2012b). This model forms a framework with four basic conditions 
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which constitute social quality and together determine the daily quality of life of 
people: socioeconomic security, social cohesion, social empowerment and social 
inclusion. Socioeconomic security refers to access to material and environmental 
resources, such as income, education, health care and housing. Homeless young 
adults need these resources to be able to participate in society. Social cohesion 
involves interconnectedness of and reciprocity in relationships based on shared 
values, norms, and identities. It is an essential factor for social development and 
individual self-actualisation. Social empowerment means that homeless young adults 
are being supported in exercising control over their own lives and to make their own 
choices. Social inclusion is the extent to which homeless young adults have access to and 
are integrated into community institutions and into social relations in everyday life.  
 These theoretical concepts are important because they focus on the social 
embedding of people in society (citizenship). Furthermore, they emphasize different 
aspects of social participation (social quality) and outcome measures pertaining to 
positive functioning (resilience, self-determination) which are essential elements of 
the Houvast intervention (Wolf, 2012b). 
Houvast: a strengths-based approach 
The fundamental assumption of the strengths model is that homeless young adults 
have strengths, talents and aspirations and also that their environments consist of 
resources and opportunities. The strengths model emphasizes that the capacity for 
growth and recovery is an innate ability of human beings. Houvast primarily aims at 
improving homeless young adults’ quality of life. Moreover, Houvast focuses on their 
strengths and stimulates their capacity for self-reliance. Houvast contains the 
following six strengths principles that were adopted from the strengths-based model 
(Rapp & Goscha, 2011):
1. Homeless young adults are capable of recovering and regaining control over their 
lives; 
2. The focus is on sources of strengths in homeless young adults and in their 
environments;
3. Homeless young adults are in lead of their recovery process; 
4. The working relationship between homeless young adults and their professional 
is primary and essential, recovery starts with trust;
5. The primary setting for working with homeless young adults is the community, 
institutional settings should be minimized;
6. The community is viewed as a crucial source of support and resources for 
homeless young adults.
The development of a strong working alliance between homeless young adults and 
their professionals is seen as essential for the recovery of the homeless young adult. 
Many studies have emphasized the importance of a good working alliance between 
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homeless young adults and their professional (Bender, Thompson, McManus, Lantry, 
& Flynn, 2007; De Winter & Noom, 2003; Pollio, Thompson, Tobias, Reid, & Spitznagel, 
2006). Serious problems in these working alliance are identified as an important 
obstacle for receiving adequate services (De Winter & Noom, 2003) or even a barrier 
to utilize services (De Rosa et al., 1999; Thompson et al., 2006). It is often a great 
challenge for professionals to establish an optimal working alliance with a homeless 
young adult. Homeless young adults’ need for independence and autonomy is high 
(Kidd, 2003), while at the same time they seek social support and help to improve 
their housing, social network, financial situation and their health (Darbyshire et al., 
2006). These conflicting needs can cause difficulties for both professionals and young 
adults (De Winter & Noom, 2003). Homeless young adults desire a personal 
involvement of professionals (De Rosa et al., 1999). Professionals should be respectful, 
empathic, honest, supportive and should encourage homeless young adults without 
disregarding their autonomy (Beijersbergen et al., 2008; Bender et al., 2007; De 
Winter & Noom, 2003; Planije et al., 2003; Thompson et al., 2006; Wolf & van der 
Laan, 2005). Furthermore, a strong working alliance promotes feelings of trust and 
safety (De Vries, 2008) through which homeless young adults’ self-determined 
behavior  (Thompson, Pollio, Eyrich, Bradbury, & North, 2004) and resilience will be 
fostered (Blum, 1998; Rew & Horner, 2003) and their quality of life will be improved 
(De Vries, 2008). 
 Houvast comprises several tools that were developed by Rapp & Goscha (Rapp & 
Goscha, 2011)  such as the strengths assessment, the personal recovery plan and 
group supervision. In addition, Wolf developed an elaborated strengths based 
trajectory with existing and new tools that were not included in the American version 
of the strengths-model. Examples of these tools are: the ecomap, Very Important 
Person (VIP) card, and a worksheet evaluation report and a final report. All these 
tools can help professionals in, for example, identifying strengths and capabilities of 
young adults, using naturally occurring resources (e.g. neighbors, clubs), and making 
use of the young adults’ available resources (e.g. friends) (Wolf, 2012a, 2012b).
 In order to support professionals in their daily work with homeless young adults, 
Wolf also developed a manual with a description of a strengths-based support 
trajectory (Wolf, 2012a). This trajectory comprises three interconnected phases 
with seven basic tasks to be performed by professionals. The appendix of chapter 3 
describes the strengths-based support trajectory in more detail. The strengths-based 
intervention was certified in 2015 and is included in the Dutch database for Effective 
social interventions (Movisie). 
  The first phase is the ‘goal setting phase’ in which professionals make contact 
with the homeless young adult and build a constructive working relationship with his 
or her young adult. During this phase, a strengths assessment is made (it focuses on 
strengths and perspectives and describes the needs, aspirations, skills and influencing 
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factors on ten life domains). Furthermore, a taxation of strengths and weaknesses is 
made in order to gain an overview of the balance between capacity and burden. 
Thereafter, a personal recovery plan is filled out that includes  long-term recovery 
goals, concrete goals and actions, responsibilities for actions and target dates. The 
second phase is the ‘execution phase’ in which support of the recovery process is 
central. To support the recovery of a young adult, a professional should provide 
practical and emotional support and should ‘be there’ when necessary and ‘stay 
there’ as long as needed. In this phase, the professional makes appointments with 
social network resources of the young adult as well as with other professionals 
involved, in consultation with the young adult. Also, encouraging and motivating the 
young adult to carry out the actions as previously agreed on and verifying whether or 
not actions are carried out according to the personal recovery plan are important 
tasks for the professional. There should also be attention to celebrating successes. In 
the final ‘evaluation phase’, the professional and young adult evaluate whether the 
quality of life of the young adult has improved and personal goals are attained. New 
long-term recovery goals can be formulated and if necessary, a follow-up trajectory 
and/or a referral to other relevant social and professional relations should be 
arranged.  
Fidelity
For an adequate implementation of an intervention, a well-defined description of the 
intervention, or program model, is required which includes an operational definition 
of the critical components and the tools to be used (McGrew, Bond, Dietzen, & 
Salyers, 1994). The degree to which a particular program follows a program model or 
the adherence to an intended treatment is called ‘fidelity’ (Bond, Evans, Salyers, 
Williams, & Kim, 2000, p. 75). The use of fidelity measures in practice settings can 
have beneficial effects on quality improvements (Cuddeback et al., 2013; Fukui et al., 
2012). The evaluation of the implementation of the Houvast intervention was 
considered important because a weak implementation could result in not finding an 
effect (Bond et al., 2000; Cuddeback et al., 2013; Drake et al., 2001; Fukui et al., 2012; 
Teague, Bond, & Drake, 1998). Therefore, a fidelity scale for the Houvast intervention 
was made available. Fidelity was measured with the strengths model fidelity scale, 
developed and validated by Rapp and Goscha (2006). This scale was translated into 
Dutch. In addition, and in close collaboration with Goscha, tools for measuring the 
fidelity of Houvast were developed, such as interview outlines, an observation 
scheme, and questionnaires to conduct a one-day audit to the shelter facility.  
Implementation
Professionals, team leaders, supervisors and managers of the shelter facilities in the 
experimental condition were trained  in the Houvast intervention by experienced 
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trainers contracted by the researchers. From October 2011 to January 2012, all 
professionals working with homeless young adults received a four-day training and 
the team leaders received a two-day training. In April and May 2012, the supervisors 
received their six-day training in Houvast. All supervisors had first to complete the 
training for professionals or team leaders before attending the training for supervisors. 
In September 2012, all professionals and team leaders attended a follow-up training 
day with their team. Based on the results of the fidelity measurements, additional 
booster sessions were organized given by a certified trainer at each of the five shelter 
facilities between April and June 2013. After the data collection in the intervention 
group was completed, shelter facilities in the control group also received training in 
Houvast.
The study of Houvast
Overall aim and research objectives
The main aim of this study is to test the model fidelity and the effectiveness of the 
Houvast intervention. The following research questions are examined: 
1) What is the fidelity of the Houvast intervention implemented in five shelter 
facilities for homeless young adults?
2) What is the effectiveness of Houvast compared with care-as-usual on: 
 -    general quality of life (primary outcome);
 -    satisfaction with social relations, satisfaction with family relations, satisfaction 
with finances, employed or in school, depression, anxiety, somatization, care 
needs, satisfaction with health, use of alcohol, use of soft drugs, and use of 
hard drugs; 
 -    strengths outcomes: autonomy, competence, relatedness and resilience.
In addition, two important concepts of Houvast are investigated as well with the 
following questions:
3) Are there associations between satisfaction with autonomy, competence, and 
relatedness with quality of life? Are these associations  mediated by psychological 
distress and perceived social support?
4) When homeless young adults generally report strong alliances with their social 
workers, do these social workers also report strong alliances with all their 
homeless young adults (generalized reciprocity) and when a homeless young 
adults reports a strong alliance with his social worker (stronger than other 
homeless young adults), does this social worker also report an especially strong 
alliance with this homeless young adults? (dyadic reciprocity). Are positive 
working alliance ratings from the perspectives of  homeless young adults and 
social workers associated with more self-determination, resilience and quality of 
life the course of the care trajectory?
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Design and setting 
To address the above mentioned research objectives, a pretest-posttest cluster 
randomized controlled trial was conducted that was approved by an accredited 
Medical Review Ethics Committee region Arnhem-Nijmegen. Ten shelter facilities 
that provided either ambulant or residential care to homeless young adults 
participated in the study. They were randomly allocated to the intervention group (n 
= 5) or the control group (n = 5). The professionals in the intervention group received 
training in the Houvast intervention. Six months after they had finished their training, 
model fidelity was assessed. One-day audits at the shelter facilities in the intervention 
group were conducted. Homeless young adults were interviewed twice about their 
general quality of life, quality of life on different life domains, mental and physical 
health, substance use, resilience, psychological needs, care needs and the working 
alliance with the professional after they gave written informed consent. A baseline 
measurement among homeless young adults was conducted within approximately 
two weeks after young adults entered the shelter facility (N = 251). In total, 53 (21%) 
out of 251 homeless young adults in the ten participating shelter facilities dropped 
out of the study. Follow-up measurement took place when homeless young adults 
ended care or had received care for a period of six consecutive months (n = 198). 
After this follow-up measurement, the professional was asked to fill out a digital 
questionnaire about the working alliance. Table 1 provides an overview of the 
research question(s) and samples of the studies included in this dissertation.
Outline
This dissertation starts with the study protocol of the examination of the Houvast 
intervention which provides a general overview of the design, measurements and 
procedures of the cluster randomized controlled trial to evaluate the effectiveness of 
Houvast (Chapter 2). Chapter 3 reports on the model fidelity of the Houvast 
intervention in five shelter facilities who received training in Houvast. Chapter 4 
continues with presenting the results of the effectiveness of the Houvast intervention. 
In chapter 5, associations between autonomy, competence and relatedness with 
quality of life are examined. In addition, the direct, indirect and total effects are 
investigated to test whether psychological distress and perceived social support were 
mediators in the relation between autonomy, competence and relatedness on the 
one hand and quality of life on the other hand. Chapter 6 reports on the working 
alliance between homeless young adults and their professionals using a dyadic 
approach. Associations between the working alliance and self-determination, 
resilience and quality of life are investigated. Finally, chapter 7 provides a summary of 
the results of the different studies, followed by a general discussion with theoretical 
and practical implications, strengths and methodological limitations of the study, 
 recommendations for future research, and a conclusion.
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Table 1  Research questions and methods of the studies in this dissertation  
Characteristics Chapter 3 Chapter 4 Chapter 5 Chapter 6
Research 
question(s)
What is the fidelity of the Houvast 
intervention implemented in five shelter 
facilities for HYA*?
What is the effectiveness of Houvast 
compared with care-as-usual on: 
1) general quality of life (primary 
outcome);
2) satisfaction with social relations, 
satisfaction with family relations, 
satisfaction with finances, 
employed or in school, depression, 
anxiety, somatization, care needs, 
satisfaction with health, use of 
alcohol, use of soft drugs, and use 
of hard drugs; 
3) strengths outcomes: autonomy, 
competence, relatedness and 
resilience.
1) Are there associations between satisfaction 
with autonomy, competence, and 
relatedness with quality of life?
2) Are these associations  mediated by 
psychological distress and perceived social 
support?
1) When HYA generally report strong alliances 
with their social workers, do these social 
workers also report strong alliances with 
all their HYA (generalized recip.**) and 
when a HYA reports a strong alliance 
with his social worker (stronger than other 
HYA), does this social worker also report 
an especially strong alliance with this HYA? 
(dyadic recip.)
2) Are positive working alliance ratings from 
the perspectives of HYA and social workers 
associated with more self-determination, 
resilience and QOL in the course of the care 
trajectory?
Design Cross-sectional Cluster randomized controlled trial Cross-sectional Longitudinal
Method One-day audit, 
questionnaires prior to the audit
Face-to-face interviews Face-to-face interviews Face-to-face interviews, 
online questionnaire 
Participants Professionals, supervisors, team leaders, 
HYA
HYA HYA HYA,  professionals
Sample size n = 19 (HYA) 
n = 43 (professionals) 
n = 4 (supervisors)
n = 5 (team leaders)
n = 198 (HYA) n = 255 (HYA) n = 102 (HYA)
n = 32 (professionals)
* HYA = Homeless young adults, ** recip. = reciprocity
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Abstract
Background: While homelessness among youth is a serious problem, there is little 
information about evidence-based interventions for homeless youth. In cooperation 
with professionals and youths, Wolf (2012) developed Houvast (Dutch for ‘grip’): a 
strengths based method grounded in scientific and practice evidence. The main aim 
of Houvast is to improve the quality of life of homeless youths by focusing on their 
strengths, thus stimulating their capacity for autonomy and self-reliance. 
Method/Design: The effectiveness and fidelity of Houvast will be tested in ten Dutch 
services for homeless youth which are randomly allocated to an intervention group (n 
= 5), or a control group which provides care as usual (n = 5). Measurements of both 
objective and subjective quality of life and secondary outcomes (mental and physical 
health, substance use, coping, resilience, psychological needs, care needs, working 
relationship with the professional and attainment of personal goals) will be conducted 
among homeless youths (n = 251). Youths in both groups will be interviewed by means 
of a structured interview at baseline, at time of ending care or after having received 
care for six months (T1) and at nine months after baseline (T2). Model fidelity will be 
tested around T1. 
Discussion: This study is unique as it includes a large number of homeless youths who 
are followed for a period of nine months, and because it focuses on a strengths based 
approach. If the Houvast method proves to be effective in improving quality of life it 
will be the first evidence-based intervention for homeless youth. 
Trail Registration: Netherlands Trail Register (NTR): NTR3254
Keywords: Homeless youth, strengths based method, quality of life, mental health, 
substance use, fidelity, quasi-experimental design
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Introduction
Homelessness among youth is a serious problem in many countries. Although, some 
researchers estimate that as many as 50000 homeless adolescents ‘are sleeping 
rough’ in the United States, there is no accurate picture of the number of homeless 
youths in the U.S. (“Homeless youth,”). For most European countries this information 
is lacking as well. Although the estimation of homeless youths in the Netherlands 
varies widely, the minimum estimate of sheltered youths and street youths is 9000 
(Brummelhuis & Drouven, 2011); this is 0,9% of the total population of youth between 
18 and 23 years old (CBS, 2014). 
 Research has consistently shown that homeless youth, a highly vulnerable and 
heterogeneous population, suffer from a wide range of problems. Some youths are 
physically, emotionally and/or sexually abused, many have experienced family 
conflicts and have parents who were unwilling or unable to care for them (Slesnick 
et al., 2009). Many youths have become dependent on services for homeless youth, 
have lived on the streets, or have found temporarily shelter with friends. The majority 
of homeless youths experience a low quality of life and lack the personal and social 
resources to hold their own successfully (Wolf, Altena, Christians et al., 2010). On 
average, they have little money to spend because of lack of income or high debts, a 
low level of education, are struggling to maintain a daily routine, and frequently, 
experience limited support of their social network which mostly consists of other 
homeless people (Wolf, Altena, Christians et al., 2010). Homeless youths report 
health problems, such as headaches and skin- and teeth problems (Wolf, Altena, 
Christians et al., 2010). Most studies found heightened rates of substance abuse (Korf 
et al., 1999). The percentage of daily cannabis use among homeless youths in the 
Netherlands varies between 30% - 63% (Beijersbergen et al., 2008; Jansen, Wolf, et 
al., 2007; Korf et al., 2004; van Straaten et al., 2012). Also mental problems, such as 
depression, anxiety and psychological distress are common (Whitbeck et al., 2000). 
Many have lost trust in professionals and services (Wolf & van der Laan, 2005). 
Approximately 12-25% of homeless adolescents suffer from an intellectual disability 
(Korf et al., 1999; Planije et al., 2003).
 Despite all the hardships homeless youths have suffered in their young lives and 
all the problems they are confronted with, some show remarkable resilience and 
many are able to make a successful transition into adulthood. Their own resources 
and personal power, and their ability to learn from their difficult experiences, are 
crucial factors in this success (Lindsey, Kurtz, Jarvis, Williams, & Nackerud, 2000; 
Werner & Smith, 1992). Both internal factors (e.g. self-esteem and self-efficacy, 
intelligence, perseverance) and external factors (e.g. affectional ties that encourage 
trust and autonomy) can contribute to the development of resilience (Williams, 
Lindsey, Kurtz, & Jarvis, 2001). Especially high self-esteem and self-efficacy are 
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essential and seem to be acquired through supportive relationships (Werner & Smith, 
1992). Research on resilient children has shown that if a parent is incapable or 
unavailable to raise a child, other significant people can play an important role 
whether they are grandparents, siblings, care-providers or school teachers. In many 
situations it makes more sense to strengthen informal ties than to introduce additional 
layers of professionals (Smith, 2000; Werner & Smith, 1992; Williams et al., 2001).
 To date, there are only few studies reporting on interventions among homeless 
youth: in a recent review on effective interventions only eleven published studies 
were found (Altena, Brilleslijper-Kater, et al., 2010). When looking at the interventions 
that are available for homeless youth in services for ambulant or residential care, the 
most promising are cognitive-behavioural interventions (Altena, Brilleslijper-Kater, 
et al., 2010; Hyun, Chung, & Lee, 2005; Slesnick, Kang, Bonomi, & Prestopnik, 2008; 
Slesnick, Prestopnik, Meyers, & Glassman, 2007). 
 Yet, even though there is little information available on evidence-based inter - 
ventions, some studies mention a supportive working relationship between professionals 
and youths as a crucial element in an effective intervention (De Winter & Noom, 
2003; Duncan, Miller, & Sparks, 2004; Green & Ellis, 2007; Noom, de Winter, & Korf, 
2008; Slesnick et al., 2009). Preliminary but promising results regarding higher levels 
of social connectedness and a trend towards decreased feelings of hopelessness 
were found in a study about the evaluation of the impact of a relationship-based 
intervention among homeless youth (McCay et al., 2011). In the Netherlands in 
general, a variety of methods or approaches are being used in services for homeless 
youth, but there is no evidence for the effectiveness of these methods. Furthermore, 
research has shown that the available interventions hardly fulfill the needs of 
homeless youths (Planije et al., 2003). When looking at the specific needs of homeless 
youths, they primarily wish to be taken seriously, to receive care from professionals 
who are committed, honest, authentic and flexible, and to have easy access to 
practical support and care (Beijersbergen et al., 2008; De Winter & Noom, 2003; 
Planije et al., 2003; Wolf & van der Laan, 2005).
 In cooperation with professionals and homeless youths themselves, Wolf (Wolf, 
2012b) developed a strengths based method, named: Houvast (Dutch for ‘grip’). 
During the development of Houvast different activities were conducted to determine 
which elements are crucial for an intervention for homeless youth. Interviews were 
held with workers who homeless adolescents considered to be ‘effective’. In addition, 
focus groups with homeless youths were held as consultation of the target population 
is important in the process of developing an effective method (Slesnick et al., 2009). 
Furthermore, a review (Altena, Brilleslijper-Kater, et al., 2010) gave insight into 
available interventions and their scientific evidence. 
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 Both scientific and practical evidence underlined the importance of a strengths 
based method. Houvast has been derived from a strengths based model that was 
originally developed for people with a psychiatric disability (Rapp & Goscha, 2006). 
Currently, this model is being used with different subgroups of clients. Among abused 
women in Taiwan the strengths model contributes to a significant decrease in 
depression, a better life satisfaction and recovery from a sense of self (Song & Shih, 
2010). Furthermore, a strengths based approach among persons with mental illness 
shows a positive association with number of hospitalizations, quality of life, social 
functioning and social support (Cocks & Boaden, 2009). 
 The main aim of Houvast is to improve the quality of life of homeless youths by 
focusing on their strengths and stimulating their capacity for autonomy and 
self-reliance. The fundamental assumption of the strengths perspective is that all 
people have strengths, talents and goals and that all environments consist of 
resources, people and opportunities. The strengths model emphasizes that the 
capacity for growth and recovery is an innate ability of human beings. Thus, even 
homeless youths who have experienced major live events can initiate change through 
exploring their inherent strengths and aspirations. The focus is on individual strengths 
rather than on problems and deficits. Young homeless people are their own director 
of the helping process and the working relationship is primary and essential for 
developing autonomy and self-reliance. The primary setting for work is the community 
which can be viewed as an oasis of recourses (Rapp & Goscha, 2011; Wolf, 2012b).
The present study aims to examine the effectiveness of Houvast in Dutch services for 
homeless youth and also to assess the fidelity of this strengths model. Studies that 
used fidelity scales have found better outcomes when services adhere closely to a 
model with specified critical components (Bond, Drake, McHugo, Rapp, & Whitley, 
2009; McHugo et al., 2007; Rapp, Goscha, & Carlson, 2010). 
The research questions of the present study are:
1. Is Houvast more effective than care as usual in improving the quality of life among 
homeless youths?
2. Is Houvast more effective compared to care as usual regarding recovery in terms 
of mental and physical health, substance use, coping, resilience, psychological 
needs, care needs, working relationship with the professionals and attainment 
of personal goals?  
3. To what degree is there consensus, between professionals and youths, on the 
degree of satisfaction with their working relationship?
4. What is the fidelity of the strengths based method and is there a positive 
association with the effectiveness of Houvast?
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Methods
Study design
The effectiveness and fidelity of Houvast are investigated by means of a quasi- 
experimental research design with two groups and one baseline and two follow-up 
measurements (Figure 1). Both the intervention group and the control group (‘care as 
usual’) consist of Dutch services for homeless youth which deliver ambulatory and/or 
residential care. The services are randomly allocated to the intervention (n = 5) or 
control group (n = 5). Stratified randomization is used to ensure that services which 
deliver ambulant and/or residential care are equally distributed among each group. 
Randomization of homeless youths was not feasible since entire teams were trained 
prior to the baseline measurement in the strengths based method. Hence, a quasi- 
experimental research design is the best feasible design. 
 This study complies with the criteria for studies which have to be approved by 
an accredited Medical Review Ethics Committee region Arnhem-Nijmegen. Upon 
consultation, the Ethics Committee stated that due to the behavioural character of 
the intervention, the study was exempt from formal review (registration number 
2011/260). 
Data collection
Measurements of primary and secondary outcomes are conducted among youth 
within the intervention group (n = 123) and the control group (n = 128) by means of 
three structured interviews. The first interview (T0) is conducted as soon as possible 
but within two weeks after the start of ambulant or residential care. Since the average 
duration of care delivered to homeless youths is three to six months, they are 
interviewed for a second time (T1) when services end care or when they have received 
care for a period of six months consecutively. The final follow-up interview (T2) takes 
place nine months after the first interview. In addition, professionals fill out an 
electronic questionnaire around T1 to obtain information about their perspective on 
the working relationship and the quality of life of a particular youth they provide care 
to. Based on the average number of homeless youths entering the participating 
services per year, the total period of the data collection is expected to be one year 
and nine months. 
Selection and inclusion criteria
Services for homeless youth in the Netherlands who were identified through a web 
search and through our network were all approached for participation in the study. 
Inclusion criteria for services to participate in the study were: 
1)  targeted at delivering ambulant and/or residential care to homeless youth (not 
specifically at teenage mothers or in general to homeless adults); 
Processed on: 4-10-2016
505620-L-bw-Krabbenborg
31
2
A STRENGHTS-BASED METHOD FOR HOMELESS YOUTH
2)  provision of care to at least 15-20 homeless youths per year;
3)  provision of care for an average period of at least three months consecutively 
(thus excluding emergency shelters). 
Of the 35 services that were approached, 18 services attended an introduction 
meeting about the study. Finally, ten services agreed to participate in the study and 
eight services declined the opportunity to participate. Reasons for non-participation 
of services were:
 1) not able to generate the necessary financial contribution (the funder requires a 
financial contribution for services to participate in the study, e.g. to cover 
expenses for training); 
2)  already having implemented other working methods;
3)  already participating in other studies;
 4)  pending reorganization within services or organizations. 
All youths who enter the service and receive either ambulant or residential care from 
professionals are included in the study. Exclusion criteria are: 
1)  youths still living with their parents while receiving ambulant care; 
2)  youths who end care within two weeks; 
3)  youths who cannot be interviewed within the first two weeks after entering the 
service.
Procedure
Participating services were informed about the study by an information brochure and 
two working visits of the researchers to the service. During the first working visit with 
the (team) managers, information about the study and the service was exchanged 
and a contact person at the facility for the study was established. During the second 
working visit, the researcher informed the entire team (team manager and 
professionals) about the study by way of a one-hour interactive presentation.  
Homeless youths are approached for participation in the study according to the 
following procedure: professionals approach all youths entering the service by 
providing leaflets and drawing attention to a poster with information about the study. 
If a youth agrees to participate the contact person gives him or her more extended 
information about the study and sends contact information about this potential 
participant to the researcher who subsequently schedules an interview appointment. 
The contact person is familiar with the inclusion and exclusion criteria. To protect 
confidentiality of the provided data, a unique code is assigned to each participant.
Preferably, all interviews take place at the site of the service and, if this is not possible, 
at a public place such as a library. After giving written informed consent, all instruments 
including self-report measures, are administered by means of face-to-face interviews 
by trained research assistants who are unaware of randomization of the service to 
the intervention or control group and have experience or affinity with working with 
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vulnerable people, including homeless youths. Youths receive ten euro for participating 
in the first interview, 20 euro for the second interview and 35 euro for the third 
interview. 
 After homeless youths leave the service, locating them for making a second and 
third interview appointment is challenging because they have often moved to 
different parts of the country. Therefore, permission is asked in the informed consent 
at baseline to collect different sources of contact information such as e-mail 
addresses, phone numbers (e.g. from friends and family) and social media accounts. 
A protocol for contacting the respondents is established for both follow-up 
measurements. It consists of the following steps: calling, sending a text message, 
calling again, calling the contact person of the service, calling again, sending an 
e-mail, using social media and/or calling friends or family. Youths are excluded if no 
interview appointment could be made after accomplishing these steps (after four 
weeks). Every two to four weeks the researcher calls the contact person to verify if 
participants have left the service (and could be approached for a second or third 
interview) and to check if their contact information is still up to date. 
Houvast
Youths in the experimental group receive care according to the Houvast method. 
Houvast aims at sustaining the recovery process of homeless youth by focusing on 
four conditional factors to achieve social quality: social inclusion, socio-economic 
security, social cohesion and social empowerment (Van der Maesen & Walker, 2005; 
Wolf, 2012b). A trajectory comprises three parts, i.e., establishing a trusting working 
relationship and the setting of personal recovery goals based on a strength 
assessment, activities to support the personal recovery process of homeless youths 
and to achieve their goals, and evaluation and the ending or continuation of the 
trajectory. These parts are not free-standing but are interconnected, for instance, 
building a working relationship with youths and continuously updating the ‘strengths 
assessment’ and ‘recovery plan’ are important during the whole trajectory, as is 
constant reflection on activities and achievements. The strengths assessment and 
personal recovery plan are two primary tools in the strengths model that are meant 
to be executed in conjunction with each other. The strengths assessment allows 
youths and professionals to organize and make use of multiple strengths of youths in 
relation to resources in their living environment. After an estimation of the personal 
qualities of a particular youth is made, a personal recovery plan can help him or her 
to achieve their meaningful and important long term recovery goals step by step 
(Rapp & Goscha, 2006; Wolf, 2012b).
 In this study several activities were carried out for the implementation of Houvast 
prior do the start of the data collection. Professionals in the experimental condition 
received a four day training provided by experienced trainers. Furthermore, two 
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follow-up training days were organized for all trained professionals to further 
integrate the strengths based principles of Houvast and the fidelity criteria in their 
working methods, and to mutually exchange experiences about working with the 
Houvast intervention. In addition, internal coaches at the services within the 
intervention group were trained in getting familiar with the fundamental elements 
and competences of coaching to take responsibility for assuring and monitoring the 
implementation of Houvast and the model fidelity. Team leaders received a two and 
a half day training to learn what conditions need to be met within the organization in 
order to successfully implement Houvast. This is of particular importance because for 
a successful implementation of Houvast the organization and its management must 
adapt certain perspectives and practices. At the ‘pinnacle’ of the organization are the 
clients, and all organizational personnel are subservient to them. The managers are 
subservient to professionals. They need to be well grounded in the strengths based 
principles which are used by their professionals and to be able to integrate them in 
their policy (Rapp & Goscha, 2006; Wolf, 2012b). 
Care as usual
Youths in the control group receive care as usual. To get insight into care as usual, 
professionals fill in a questionnaire about education, years of working experience and 
the caseload. In addition, the contact person of each service in the control group 
answers general questions about the average intensity of care, coaching and the 
actual approach or method used. 
Measures among youths and professionals
Demographics 
Several demographic characteristics are assessed among homeless youths, including 
age, gender, nationality, religion, ethnicity, marital status, family composition, residence 
permit and education. Demographics, such as gender, age, education and years of 
working experience are also assessed among professionals.
Quality of life
The primary outcome is quality of life, measured with the brief version of Lehman 
Quality of Life Interview (Lehman, 1988; Lehman, Kernan, & Postrado, 1995; Wolf, 
2007). This interview measures both objective and subjective quality of life on eight 
life domains: living situation, daily activities & functioning, family, social relations, 
finances, work & school, legal & safety issues and health. In addition, the interview 
contains a global measure of general quality of life which is asked at the beginning 
and at the end of the interview. The objective quality of life indicators can be 
categorized as two types: measures of functioning (frequency of social contacts or 
daily activities) and measures of access to resources and opportunities (income 
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support of housing type). Youths are asked to indicate their subjective satisfaction of 
quality of life on a seven-point Likert scale, ranging from terrible (1) to delighted (7). 
 Professionals are asked to rate the quality of life of youth on the aforementioned 
seven-point Likert scale. For example: “What do you think of the quality of life of the 
client in general?” The psychometric properties are excellent and comparable to the 
full interview version (Lehman, 1988; Lehman et al., 1995; Wolf et al., 2002). 
Working relationship
To assess the working relationship between youths and professionals the Psychological 
Availability and Reliance on Adults (PARA) questionnaire (Zegers, 2006) is 
administered. Both youths and professionals complete their own version of the PARA 
questionnaire to allow comparison of results. The PARA questionnaire consists of two 
subscales: perception of psychological availability and reliance. Youths have to 
answer on a 4-point Likert scale, varying from 1 (disagree) to 4 (agree). The PARA 
questionnaire was developed primarily for research among institutionalized adolescents 
(Zegers, Schuengel, IJzendoorn, & Janssens, 2006). The scale has been used among 
adolescent athletics as well, where the scale proved to be reliable (Rutten et al., 
2011).
Measures among youths
Goals
To gain insight into the main goals homeless youths would like to attain, they are 
asked during the first interview to report three important personal goals for the next 
nine months. Next, for every goal a question regarding the importance of the goal 
and goal self-efficacy is administered which they can both answer on a 4-point Likert 
scale, varying from 1 (very unimportant or completely disagree) to 4 (very important 
or completely agree). Goal attainment is evaluated during the second and third 
interview by asking youths to what extent the earlier reported goals have been 
achieved. These questions are based on previous research on personal goals in 
relation to quality of life (Boersma, Maes, Joekes, & Dusseldorp, 2006; Carver & 
Scheier, 2001; Dorrer & Schinkel, 2008). 
Changes in quality of life
During the second and third interview youths are asked about their possible changes 
in their quality of life since the last interview. The scale consists of twelve questions 
with a 7-point Likert scale, ranging from 1 (very much worsened) to 7 (very much 
improved). An example of a question is: “Has you quality of life been worsened, 
improved or unchanged compared to previous interview?” The life domains are 
based on the eight life domains of the Lehman quality of life questionnaire. 
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Substance use 
The frequency and intensity of substance use is measured using the Dutch version of 
the European version of the Addiction Severity Index (EuropASI) (McLellan et al., 
1992). Several questions regarding type of drugs have been added to the questionnaire. 
The EuropASI has frequently been used in surveys among homeless people with 
serious mental and/or addiction problems. Studies among substance-abusing 
populations show satisfactory results for the reliability and validity of the EuropASI 
(Kokkevi et al., 1993).
Mental and physical health
The Brief Symptom Inventory (BSI-53) (De Beurs & Zitman, 2005; Derogatis, 1975, 
1993) is used to assess psychological distress. This instrument has widely been used 
in research among homeless youths and adults to measure mental health (Ball, 
Cobb-Richardson, Connolly, Bujosa, & O’Neall, 2005; Slesnick et al., 2008). The BSI 
consists of 53 items, covering nine symptom dimensions: somatization, obses-
sion-compulsion, interpersonal sensitivity, depression, anxiety, hostility, phobic 
anxiety, paranoid ideation and psychoticism. Items are measured on a 5-point Likert 
scale, ranging from 0 (not at all) to 4 (extremely). The internal consistency and the 
test-retest reliability are good and were established among a large population of 
psychiatric patients (De Beurs & Zitman, 2005; Derogatis & Melisaratos, 1983). 
 
Intellectual disability
With the use of the Hayes Ability Screening Index (HASI) (Hayes, 2000), a short 
screening of a possible intellectual disability of youths is obtained. The HASI, 
originally developed as a screening test to indicate possible intellectual disabilities 
among persons who come into contact with the criminal justice system, consists of 
three tests: 1) a spelling subtest; 2) a puzzle; and 3) a clock drawing test. In addition, 
the screening consists of four questions regarding already known learning difficulties. 
The HASI proves to be a valid and reliable screener (Hayes, 2002; Søndenaa, Bjørgen, 
& Nøttestad, 2007; Søndenaa, Nygård, Nøttestad, & Linaker, 2011; Søndenaa, 
Palmstierna, & Cabral Iversen, 2010). 
Coping
The short version of the Cognitive Emotion Regulation Questionnaire (CERQ) 
(Garnefski & Kraaij, 2006) is administered to identify cognitive coping strategies after 
having experienced negative life events. The CERQ consists of nine different scales 
with each two items: self-blame, other-blame, rumination, catastrophizing, positive 
refocusing, planning, positive reappraisal, putting into perspective and acceptance. 
Items are measured on a 5-point Likert scale ranging from 1 (almost never) to 5 
(almost always). The CERQ has widely been used in research among people with 
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health problems (Geisler, Vennewald, Kubiak, & Weber, 2010). The CERQ has been 
translated into other languages, among others Turkish (Cakmak & Cevik, 2010) and 
Pursian (Hasani, 2011). The psychometric features were established among a large 
adult general population and the Cronbach’s alpha reliability coefficients for the 
subscales were acceptably high and the CERQ proves to be valid (Garnefski & Kraaij, 
2006). 
Psychological needs
The basic psychological needs scale (Deci & Ryan, 2000) is used to measure the 
theoretical concept of self-determination. The scale consist of three subscales: 
competence, relatedness and autonomy.   The total score reflects the extent to which 
participants are satisfied with the fulfillment of their basic psychological needs in 
general. Youths are asked to indicate their agreement with the 21 items on a 7-point 
Likert scale, ranging from 1 (not true at all) to 7 (definitely true). The scale has been 
used in many other studies (Gagné, 2003). Adequate factor structure, internal 
consistency, discriminant validity and predictive validity have been demonstrated 
among undergraduate students and Greek-speaking exercise participants (Johnston 
& Finney, 2010; Vlachopoulos & Michailidou, 2006). The external validity of the 
questionnaire was ascertained by comparing scale scores with other with measures 
of well-being and worry (Johnston & Finney, 2010). 
Care needs
Care needs are assessed using a questionnaire developed by our research centre. The 
response categories were based on the format of the Short Form Quality of Life and 
Care questionnaire (QoLC) (Wennink & van Wijngaarden, 2004). Needs are considered 
on the following 21 domains: housing, self care, finances, searching for work, daily 
activities, basic skills (reading, writing, calculating), household, transport, family 
contacts, social contacts, relationship with the children, help for own children, own 
safety, safety of other people, physical health, mental health, empowerment 
(assertiveness, self-defense courses), alcohol use, drug use, teeth and nutrition. For 
each domain, two questions were asked: 1) ‘‘Do you want help with . . . ?’’, and 2) ‘‘Do 
you get help with . . . ?’’ The questionnaire has been used in research among homeless 
youths  (Wolf, Altena, Christians et al., 2010) and abused women (Wolf, Jonker, 
Meertens, & te Pas, 2006). 
Care use
Care use is assessed by using a questionnaire developed by our research centre. 
Youths are asked if they have used different types of care (e.g. psychological help, 
medical help, addiction treatment) at any time in their live and/or during the last six 
months and/or last 30 days.
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Resilience
A positive secondary outcome, resilience, is measured with the Dutch Resilience 
scale (RS-NL) (Portzky, Wagnild, De Bacquer, & Audenaert, 2010; Wagnild & Young, 
1993). The Dutch scale consists of two subscales: 1) personal competence; and 2) 
acceptance of self and life. The 25-items are measured on a 4-point Likert scale, 
ranging from 1 (strongly disagree) to 4 (strongly agree). The Dutch version appears to 
be valid and reliable (Portzky, Audenaert, & De Bacquer, 2009; Portzky et al., 2010).
Sample size and power calculation
To our knowledge no research among homeless youth has been carried out that used 
this quality of life instrument (Lehman et al., 1995) to measure quality of life as the 
primary outcome measure. In comparable research among youths, in which a 
different instrument was used (Ferguson & Xie, 2008), an effect size of .95 was 
observed. Compared to baseline measurement, youths in the experimental group 
reported an increase in general life satisfaction of 6.45 (SD=5.89) at nine-month 
follow-up while controls reported a decrease of -2.25 (SD=11.61). Given that the 
setting and focus of the present study are different compared to Ferguson and Xie 
(2008), a more conservative effect size was chosen. To calculate the required sample 
size, a mean improvement in the subjective quality of score of 0.74 (SD=1.48) is 
assumed. To detect this difference with 80% power (α = .05, two-sided), each group 
should comprise 63 participants. Considering potential loss of power due to clustering 
of data in services, power analyses revealed that at least 15-20 participants in each 
service (ICC = .05) are needed. Thus, taking a maximum of 30% attrition over time into 
account, 251 participants at baseline, and 178 participants at T1 are required. 
Model fidelity
To assess the model fidelity of the Houvast intervention, different assessments are 
conducted. During a one-day audit by two trained researchers to the service, the 
following activities are carried out: an interview with the team manager, an interview 
with the supervisor (in case a supervisor is established), a focus group with homeless 
youths, a file analysis, and an observation of a strengths based group supervision. 
Professionals, the supervisor and the team manager all fill out a questionnaire on the 
implementation of Houvast (e.g. questions about caseload, tasks and activities, use of 
strengths assessment and recovery plan) before the audit takes place. 
 Model fidelity is assessed with the fidelity scale of the strength based method. 
The fidelity scale consists of ten indicators: 1) case manager responsibilities; 2) 
caseload ratios; 3) supervisor to staff ratio and supervisor; 4) group supervision; 5) 
strengths assessment; 6) integration of strengths assessment; 7) personal recovery 
plan; 8) community contact; 9) naturally occurring resources; and 10) hope-inducing 
behaviours (Rapp & Goscha, 2006; Rapp et al., 2010). The scale consists of three 
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subscales: structure, supervision/supervisor and clinical/service. Each indicator is 
rated on a 1 to 5 scale after gathering information from multiple sources. A total 
fidelity score is obtained by averaging the scores on the ten indicators. Each service 
receives an extensive report with specific recommendations on how to improve their 
model fidelity. 
Analyses
1)  Differences in baseline characteristics (age, gender, education, nationality and 
ethnicity) between the intervention and control group will be checked by using 
Chi-square tests, Student’s t-tests and ANOVA’s.
2)  To examine if the Houvast method proves to be effective or not and to examine 
additional factors associated with quality of life of homeless youths, a two-level 
multilevel regression analysis will be used. Since data is clustered – youths are 
‘nested’ in services – the analysis will be adjusted for the cluster effect at ‘service’ 
level. Analyses will be adjusted for potential confounders, such as gender, age, 
ethnicity, intellectual disability, duration of homelessness and model fidelity. 
3)  To assess the degree of consensus on the working relationship satisfaction between 
professionals and youths, a one-with-many design with multilevel analysis will be 
used. This design addresses the problems associated with non-independence 
and it accounts for interdependence between professionals and youths. 
4)  Regarding the fidelity assessment of the strengths based method of each service, 
all sources (e.g. questionnaires, interviews, observations) will be analysed and by 
averaging the scores on ten indicators a total score on a 5-point scale will be 
obtained, whereby a score of 4 reflects a sufficient model fidelity. The total score 
will also be used as a covariate when examining the effectiveness of Houvast.
Discussion
There is a substantial need for an evidence-based method that is effective in addressing 
the specific needs of homeless youths (Altena, Brilleslijper-Kater, et al., 2010). The present 
study aims to fill this gap by examining the effectiveness and fidelity of the strengths 
based Houvast method.
 This study possesses several strengths. First, the study is unique because it 
examines the effectiveness of a strengths based intervention among homeless youth. 
Second, this study will provide in-depth information about the development and 
recovery of homeless youths within a critical period of their lives. Third, the study 
also assesses the fidelity of the working method which has, to our knowledge, never 
been done before in intervention studies among homeless youth. A possible 
explanation for not finding effectiveness can be poor implementation of the Houvast 
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method, resulting in low intervention fidelity. Therefore, in this study much attention 
is paid to implementation activities for both professionals and (team) managers. 
Furthermore, internal coaches at each service are established to supervise the 
implementation process. So far, the implementation activities have generated much 
enthusiasm and motivation among professionals, team managers and other stake- 
holders. Fourth, this study not only provides a framework for fidelity measurement 
but also results in a quality framework that can be used in other organizations for 
homeless youth. Fifth, the Houvast method could be improved based on the results 
of the effectiveness and fidelity measurements and will give organizations and also 
policy makers, for example in municipalities or ministry departments, handles for 
adjusting or changing their policies on homeless youths.   
 In addition, this study has also considerable methodological strengths as it is the 
first time that a larger sample (n = 251 at baseline) of homeless youths will be followed 
up for a period of nine months within an intervention and a control group. Youths will 
be interviewed by trained interviewers who are unaware of the randomization of 
services to the intervention of control group which minimizes potential interview 
bias. 
 Some limitations may be mentioned as well. First, due to the complex and 
unpredictable situation of homeless youth, it may be difficult to motivate them to 
participate in the follow-up interviews. Most youths leave the service within nine 
months and locating them to make an appointment for a final interview requires a 
large investment of researchers. By increasing the financial compensation for their 
time and effort to complete the interviews, they will hopefully remain motivated. 
Second, even though youths are interviewed for the first time during the first two 
weeks after entering the service, there is a small possibility that they were influenced 
in their scoring on the baseline measurement by whether they entered an 
experimental or a control service. We will inspect the baseline scores of both groups 
on significant differences in quality of life and the secondary outcomes, the last 
follow-up measurement will be conducted at nine months after baseline. Even though 
it is unique to follow homeless youths for this extensive period of time, a longer time 
span in which their recovery (or not) would have become more apparent would have 
been ideal. However, due to practical and financial constraints this was not feasible in 
the present study. 
 If the Houvast method proves to be effective in improving the quality of life of 
homeless youths, the study has strong practical relevance as the quality of work 
within services for homeless youth could be improved and more professionalized.  
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Abstract 
Objective: In a cluster randomized controlled trial, this study aimed to investigate the 
effectiveness of and fidelity to Houvast (Dutch for “grip”), a strengths-based intervention 
to improve the quality of life for homeless young adults.
Method: Fidelity was measured six months after professionals and team leaders at 
five Dutch shelters for homeless young adults finished their training in Houvast. 
Fidelity was measured with the Dutch version of the strengths model fidelity scale, 
which consists of ten indicators corresponding to three subscales: structure, 
supervision, and clinical practice. A total fidelity score was composed by averaging 
the ten indicator scores for each facility. During one-day audits by two trained 
assessors visiting each facility, a file analysis (N=46), a focus group with homeless 
young adults (N=19), and interviews with the team leader and supervisor (N=9) were 
conducted. Professionals, supervisors, and team leaders completed questionnaires 
two weeks before the audit (N=43). In addition, an evaluation of the audit was 
conducted six months later.
Results: Although none of the five shelters achieved a sufficient total model fidelity 
score, median scores on caseload, group supervision, and strengths assessment were 
satisfactory. Each facility received a report with a set of recommendations to improve 
model fidelity. The evaluation showed improvements in use of the strengths 
assessment and personal recovery plans and in supervision.
Conclusions: Facilities face several challenges when implementing a new intervention, 
and implementing Houvast was no exception. Learning experiences and possible 
explanations for the insufficient total fidelity scores are reported.
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Introduction 
Homelessness among young adult is a serious problem worldwide (Brummelhuis & 
Drouven, 2011; “Homeless youth,”). Even though the estimation of homeless young 
adults in the Netherlands varies widely, the minimum estimation is 9,000 (Brummelhuis 
& Drouven, 2011). Although this population experiences a wide range of problems, 
including abuse and trauma (Slesnick et al., 2009), addiction (Van der Ploeg & Scholte, 
1997), and general medical and mental health problems (Korf et al., 1999; Sleegers, 
Spijker, Van Limbeek, & Van Engeland, 1998), scientific evidence for effective 
interventions targeted at improving quality of life for this group is scarce (Altena, 
Brilleslijper-Kater, et al., 2010). Moreover, there is a gap between homeless young 
adults’ expressed needs and the support provided by professionals (De Winter & 
Noom, 2003; Rensen, van Arum, & Engbersen, 2008). In the Netherlands, a strengths-
based intervention for these youths, called Houvast (the Dutch word for “grip”), has 
been developed in collaboration with professionals and homeless young adults and 
manualized for standardized training and supervision of mental health professionals. 
The intervention is based on the strengths model as developed by Rapp and Goscha 
(Rapp & Goscha, 2011) and has been tailored to the homeless young adult population. 
The main aim of of Houvast is to improve the quality of life of these youths by focusing 
on their strengths and simulating their capacity for self-reliance  
 Fidelity is the degree to which an intervention that is being applied in practice 
adheres to the model (Bond et al., 2000). For adequate implementation, a well-defined 
description of the intervention is required and includes an operational definition of 
the critical components and the tools to be used (McGrew et al., 1994). Without this 
level of specificity, dissemination of a model is vulnerable to deviations in practice. 
This vulnerability highlights the importance of assessing the degree of fidelity when 
examining the effectiveness of an intervention.
 Assessment of model fidelity also can be used as a tool for internal quality 
assurance. Based on its results, an action plan with concrete suggestions for improving 
further implementation of an intervention can be formulated (Rapp & Goscha, 2011). 
In addition, fidelity assessments help team leaders and management to satisfy the 
need for external accountability requirements. Also, funders and other stakeholders 
show increasing interest in fidelity assessments to ensure quality of service.
 Over the past decade, there has been considerable methodological progress in 
the measurement of fidelity (Rapp & Goscha, 2011), as demonstrated by the 
development of fidelity scales for different models, such as assertive community 
treatment and the strengths model (Rapp & Goscha, 2011; Teague, Mueser, & Rapp, 
2012). Several studies have revealed that effective interventions compared with 
others tend to be characterized by higher fidelity scores that produce better client 
outcomes (Blakely et al., 1987; Bond et al., 2000; Cuddeback et al., 2013; Drake et al., 
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2001; Fukui et al., 2012; McGrew et al., 1994; McHugo, Drake, Teague, & Xie, 1999; 
Teague et al., 1998). Houvast is a strengths-based intervention for which a fidelity 
scale is available (Rapp & Goscha, 2011). This article describes the fidelity assessment 
of the Houvast intervention in five shelters for homeless young adults.
Method
Participants
As part of a study of the effectiveness of Houvast, fidelity assessment of this strengths-
based intervention was conducted among five Dutch shelters for homeless young 
adults. These facilities provide ambulant care (one facility), residential care (two 
facilities), or both (two facilities) to homeless young adults ages 18 to 26. More details 
on the effectiveness study can be found elsewhere (Krabbenborg, Boersma, & Wolf, 
2013). 
 Informed consent was obtained from homeless young adults as well as professionals. 
The study fulfilled the criteria for approval by an accredited Medical Review Ethics 
Committee within the region Arnhem-Nijmegen. Upon consultation, the Ethics 
Committee stated that because of the behavioral character of the intervention, the 
study (registration number 2011/260) was exempt from formal review.
 
Introduction and implementation of Houvast
Houvast is based on the principles of the strengths model and uses the tools specified 
for the model. A theoretical framework and trajectory were elaborated, and training 
material, including new tools, was developed for working with homeless young 
adults. [Further information about Houvast and the implementation activities we 
used is presented in an online supplement to this article. This supplement also 
contains baseline demographic characteristics of the 117 participants and additional 
information about a progress evaluation held six months after the audit.]
 In fall 2011, we introduced Houvast at all five shelters that were randomly 
allocated to the experimental condition of the study. Upon consenting to participate, 
two to three managers of each facility attended a meeting in which additional 
information on the study was provided, as well as guidelines to optimize the 
implementation of Houvast. Team leaders, who are responsible for team work and 
the daily organization of tasks at the shelters (such as creating work schedules), 
attended a two-day training session provided by certified trainers. Team leaders were 
taught how to support professionals in adhering to Houvast and to maintain quality 
in implementation, for example through group supervision meetings. In addition, all 
professionals who are responsible for the daily support of homeless young adults 
received a four-day training course in the same period (October 2011–January 2012). 
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Six days of training (April 2012–May 2012) were provided to supervisors, who were 
part of the team and were responsible for providing feedback to professionals to 
attain fidelity to the Houvast model. Besides training in the basic aspects and 
competencies of supervision, supervisors were taught to review the Houvast tools, 
such as the strengths assessment and the personal recovery plan. Finally, in 
September 2012, all professionals attended a one-day follow-up training session.
Strengths model fidelity scale
Fidelity was measured with the strengths model fidelity scale, developed and 
validated by Rapp and Goscha (2006). Table 1 shows the Dutch strengths model 
fidelity scale, the data sources, and the instruments we used for assessment (Rapp & 
Goscha, 2011). The scale consists of ten indicators distributed across three subscales—
structure, supervision, and clinical practice—and includes professionals’ responsibil-
ities, caseload ratio, group supervision, supervisor duties and caseload, strengths 
assessment and its integration, use of personal recovery plans, community contact, 
use of naturally occurring resources, and use of hope-inducing behavior. Quality 
requirements are listed for each indicator.
 Each indicator is rated on a 5-point scale, as is commonly used in other fidelity 
research (McHugo et al., 2007). For example, the item “Strengths assessment is used 
to help clients develop treatment plan goals” is rated as 1, up to 60% of the files; 2, 
61%-70% of the files; 3, 71%-80% of the files; 4, 81%-90% of the files; or 5, 91%-100% 
of the files. A total fidelity score was obtained by averaging the scores on the ten 
indicators. A score of ≥4 indicates sufficient fidelity and <4 indicates insufficient 
fidelity (Rapp & Goscha, 2006; Teague et al., 2012). 
Fidelity assessment
To acquire a fidelity score, we translated and adjusted several fidelity assessment 
tools and methods, such as interview outlines, an observation scheme for group 
supervision, and questionnaires. Two trained assessors who had no relation to the 
teams conducted a one-day audit at each of the five facilities. During a four-day 
training course, assessors were taught how to conduct the audit, obtain 
measurements, and write a standardized report. During this training, the assessors’ 
scores on indicators were discussed until consensus was reached, and during the 
audit they obtained complete interrater agreement on the rating of group supervision.
Each audit included the following activities: observation of a group supervision 
meeting, a file analysis of a maximum of 12 files of six randomly chosen professionals 
whose clients received care for at least one month (N=46), five focus group interviews 
with three to four homeless young adults (N=19) who received care in the shelter for 
at least one month, and a separate interview with the team leader (N=5) and the 
supervisor (N=4) to gather additional information about their respective roles and 
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the implementation of Houvast. Two weeks before the audit, the professionals, 
supervisors, and team leaders were asked to fill out a questionnaire on the use of 
Houvast (such as their use of personal recovery plans and naturally occurring 
resources). The homeless young adults who participated in the focus groups received 
care at the shelter for five to 47 weeks on average. Audits were conducted between 
June and September 2012.
 Each shelter received a report on the audit, which included scores on the indicators, 
the total fidelity score, a summary of the results, and specific recommendations for 
improving model fidelity. Within six weeks after the audit, we held a conference call 
with the team leader, the supervisor, and the manager to evaluate the audit and to 
discuss the fidelity results and recommendations.
Booster sessions and progress evaluation 
On the basis of results of the fidelity scales, booster sessions were organized for the 
whole team (April–June 2013). During a booster session at each of the five shelters, a 
certified trainer discussed the recommendations of each fidelity report, and 
attendees practiced key elements of Houvast, for example by conducting role plays. 
Before the booster sessions were held, we evaluated the progress in fidelity since the 
audit. Team leaders and supervisors were asked whether the indicators of the fidelity 
scale (except hope-inducing behavior) had improved, deteriorated, or stayed the same 
compared with the audit in 2012. [Results are presented in the online supplement.]
Results
Characteristics of participants in fidelity assessment  
Each shelter had between five and 11 professionals using the Houvast method. 
In total, 43 professionals filled out the questionnaire. Nine professionals did not 
participate because of illness or for unknown reasons. At one shelter, all professionals 
completed the questionnaire. The average nonresponse rate at the other four 
facilities was 24% (range 9%-33%). Most of the professionals were women, and most 
had completed higher professional education for social work. The supervisors (N=4) 
had a mean±SD age of 47.6±16.3years, were on contract to work 29 hours per week, 
and had worked in the organization for an average of 4.8 years. All team leaders (N=5) 
completed higher professional or university education and had a mean±SD age 
40.6±8.2 years.
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CHAPTER 3
Fidelity scores
Table 2 shows the fidelity scores per indicator for the three subscales and the total 
fidelity score for all five shelters. The scores for the indicators were taken either 
during or after the audit, depending on indicator type. In addition, given that fidelity 
scores were not normally distributed, the median for the five facilities is reported. No 
sufficient fidelity scores of ≥4 were obtained on the total scale or on the three 
subscales for structure, supervision, and clinical practice; median scores, respectively, 
were 2.6, 3.0, 2.8, and 2.3.
 At all five shelters, the fidelity scores were sufficient on the following three 
indicators: caseload ratio, group supervision, and strengths assessment. Caseload 
ratio and group supervision were sufficient at four of the five facilities, and strengths 
assessment was sufficient at three of the five facilities. Two shelters had sufficient 
scores on hope-inducing behavior. Furthermore, the execution of personal recovery 
Table 2   Fidelity to the Houvast model among five shelters for homeless  
young adults, by indicator, subscale, and facilitya
Facility
Measure 1 2 3 4 5 Mdn
Indicator
Professionals’ responsibilities 2.5 2.0 1.0 1.0 1.0 1.0
Caseload ratio 5.0 5.0 3.0 5.0 4.0 5.0
Group supervision 4.3 4.4 4.9 3.0 4.5 4.4
Supervisor 1.0 2.0 2.0 2.3 1.0 2.0
Strengths assessment 4.5 3.0 4.0 3.5 5.0 4.0
Integration of strengths assessment 1.0 1.0 1.0 1.0 1.0 1.0
Personal recovery plan 2.8 3.0 1.8 2.6 3.0 2.8
Community contact 2.0 1.0 1.0 1.0 1.0 1.0
Naturally occurring resources 2.0 1.0 1.0 4.0 1.0 1.0
Hope-inducing behaviors 3.0 2.0 4.0 4.0 3.0 3.0
Subscale
Structure 3.8 3.5 2.0 3.0 2.5 3.0
Supervision 2.7 3.2 3.5 2.7 2.8 2.8
Clinical practice 2.6 1.8 2.1 2.7 2.3 2.3
Total score 2.9 2.6 2.4 2.8 2.5 2.6
a   Possible scores range from 1 to 5, with higher scores indicating better model fidelity.  
A score of ≥4 indicates sufficient model fidelity.
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plans and supervision of professionals was insufficient at all of the facilities. Only one 
facility used any naturally occurring resources. Moreover, all facilities received the 
lowest possible score on the indicator integration of the strengths assessment, and 
there was no evidence that professionals worked with young adults in the community 
(community contact). Finally, the insufficient fidelity score on the indicator professionals’ 
responsibilities indicates that almost all professionals had other responsibilities 
(completing intakes, for example) besides working with homeless young adults.
Recommendations for improvement
On the basis of its lowest fidelity scores on the ten indicators, each shelter received a 
personalized report that gave three to five recommended priorities. Table 3 presents 
the most frequent suggestion for improvement per indicator. The progress evaluation 
of fidelity six months after the audit showed some improvement on use of the 
strengths assessment and personal recovery plans and on supervision.
Discussion
This study is the first to report on the assessment of fidelity to Houvast, a strengths-
based intervention for homeless young adults. The scores on three of the ten 
indicators of fidelity were sufficient six months after the introduction of Houvast at 
the shelters and after training professionals and team leaders in Houvast: caseload 
ratio, group supervision, and strengths assessment. The total score for the five 
participating shelters for homeless young adults showed insufficient fidelity to 
Houvast, but the fidelity assessment provided the participating facilities with concrete 
guidelines for improvement.
 This study showed that much still needs to be done to attain fidelity to the 
Houvast model. How can we explain the apparent gap between the application of 
Houvast in practice and model fidelity? This study marked the first time that the 
Dutch version of the strengths model fidelity scale was used, and its validity for use 
in the Netherlands may need further analysis. Although in this study the data were 
too limited to investigate the quality of the scale, the results constitute a first 
indication for face validity because the participating professionals, team leaders, and 
supervisors acknowledged the scale’s indicators and perceived the fidelity scores as 
credible. Furthermore, the auditors considered the fidelity scale to be a useful tool 
for assessing fidelity to the Houvast model, they reached consensus on the indicators’ 
scores, and they did not encounter any problems in applying the scale despite 
differences between the American and Dutch context.
 From questionnaires filled out by professionals and the interviews with the 
supervisors and team leaders, we found that professionals were using Houvast tools 
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inconsistently at the primary process level and seemed to have some difficulty with 
integrating the process with other training and as part of their daily routine. Some 
professionals, for example, regarded the personal recovery plan as less useful, or as 
just another form to fill out instead of something meaningful for their homeless 
young clients. Also, during the focus groups with homeless young adults and on the 
basis of information extracted from their completed questionnaires, we found that 
many professionals did not model hope-inducing behavior as Houvast requires. 
Perhaps they needed more time to adopt and express hope-inducing competencies, 
given that doing so requires a shift in attitude and not merely a behavioral change to 
be authentic. Moreover, supervisors mentioned that their workload was too high; 
thus not every professional received field mentoring. Also, because supervisors 
received their training after the professionals and team leaders in the first four 
months, supervisors’ skills may not have been optimal for ensuring implementation. 
Furthermore, professionals reported using institutionalized resources instead of 
naturally occurring resources. Institutionalized resources are services or facilities 
which are not available for every citizen in the community, such as mental health care 
and substance use treatment. In contrast, naturally occurring resources are services 
or facilities available for every citizen in the community, such as neighbors, friends 
and clubs.
 The paradigm shift professionals needed to make became clear from information 
retrieved from the interviews with supervisors and team leaders and the focus groups 
with homeless young adults: Houvast requires professionals to focus on the strengths 
and talents of homeless young adults rather than on their problems, even though 
this was not part of professionals’ formal training or daily routine. This shift required 
professionals also to let go of their control over service delivery and the working 
relationship and to become a coparticipant rather than the expert in the recovery 
process of homeless young adults (Cox, 2001; Itzhaky & Bustin, 2003). The questions 
professionals asked their supervisors, such as “What [can I] do with personal goals of 
homeless young adults that seem unrealistic?” indicate that the essentials of Houvast 
had not yet been fully adopted.
 From questionnaires, interviews, and conference calls with supervisors and team 
leaders, we learned that there were also factors at the organizational level that 
inhibited the adoption of Houvast and that may have negatively influenced the 
scoring on all subscales. First, responses often indicated that time constraints made 
obtaining a sufficient fidelity score on indicators such as supervision and community 
contact nearly unachievable. Consequently, most supervisors provided supervision 
when professionals experienced difficulties in their work. Also, professionals were 
not always able to work in the community because the work schedule for the shelter 
facilities required them to work on site. 
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 Second, in most organizations only the professionals working with homeless 
young adults at the same facilities received training in Houvast, whereas other 
professionals in the same organization working at other facilities did not receive 
Houvast training and worked according to a more problem-oriented approach. These 
differences, in turn, led to conflicting demands and expectations of the professionals 
using the Houvast approach. At one shelter, professionals had to work with Houvast 
tools as well as with the tools of the organization. 
 Third, some team leaders or supervisors mentioned reorganizations and financial 
reductions, which may have caused teams to be unstable and experience high turnover 
of employees. Although training was offered to new staff, few Houvast- trained 
professionals remained part of some teams. 
 Fourth, the Houvast tools were incorporated in the electronic file systems of only 
a few organizations. At facilities where the tools were not incorporated, professionals 
needed additional registration time for updating client records, and this time was not 
always available. More registration time was often necessary because the health 
insurers require problem-oriented registration to fund care, whereas the Houvast 
tools do not generate this type of information because of the strengths base of the 
approach.
 For these reasons, the adoption of Houvast by all those involved in the 
implementation process was difficult to achieve in the six-month period between the 
introduction of Houvast and the fidelity assessment. What can be learned about 
implementing a strengths model? This model is more than a collection of tools; it is a 
philosophical approach that requires organizationwide adoption (Rapp et al., 2010). 
Providing supervision of implementation of new practices is essential; to lead the 
effort, supervisors should be trained before professionals. Team leaders should also 
receive training (Rapp et al., 2010). 
 In the six-month period, the implementation of Houvast focused mainly on the 
internal infrastructure of the facility (working according to the tools of Houvast) and 
captured neither the entire organization nor relevant external relations. As was 
confirmed by supervisors and team leaders, training should be conducted not only 
for all professionals working with homeless young adults in the same organization but 
also for colleagues in the organization who are working with other groups and for 
those performing other tasks such as working at the reception desk (Rapp et al., 
2010). An infrastructure that supports the implementation and maintenance of 
Houvast over time is essential to improve model fidelity (Rapp, 1998; Rapp et al., 
2010). In addition, the availability of financial resources and the willingness of 
organizations to adopt the strengths-based approach and to take the necessary 
measures to make that happen (such as investing in supervision) are factors that 
could boost all fidelity indicators (Aarons & Sawitzky, 2006; Dale, Boaden, Wilcox, & 
McQuater, 1999; Drake, Torrey, & McHugo, 2003). Previous studies have corroborated 
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the value of supportive leadership at multiple levels (Aarons, 2006; Aarons & 
Sommerfeld, 2012; Aarons, Wells, Zagursky, Fettes, & Palinkas, 2009), and agency 
and program directors who can facilitate implementation (Aarons et al., 2009) are 
essential for model fidelity. Furthermore, greater perceived benefit (Buchanan et al., 
2005) and a high level of congruence between organizational values and characteristics 
of an intervention would facilitate implementation (Aarons et al., 2009; Klein & Sorra, 
1996). 
Conclusions
The Dutch strengths model fidelity scale appears to be a useful tool with face validity 
for assessing model fidelity. In this study, much effort was invested in a comprehensive 
plan for the introduction and implementation of Houvast at all levels of the shelter 
facilities, including management, team leaders, and professionals, and for the 
maintenance and strengthening of Houvast via supervision. Furthermore, training 
proceeded according to plan, and professionals, team leaders, and supervisors were 
enthusiastic about the training and the Houvast intervention. The low fidelity ratings 
may have resulted from the timing of the fidelity assessment, which was performed 
six months after the introduction of Houvast and the training of professionals. This 
period probably was too short for professionals to fully adopt the Houvast intervention 
into daily practice (Fukui et al., 2012; Rapp et al., 2010). Furthermore, to address the 
challenges that professionals and organizations faced when implementing and 
adopting Houvast, a more comprehensive approach is needed. Important components 
of such an approach are building an infrastructure, training the whole organization, 
and ensuring supportive leadership.
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Additional information about the strengths-based 
Houvast intervention and its implementation
Houvast in a nutshell
Houvast has been derived from the strengths-based approach developed by Rapp 
and Goscha (Rapp & Goscha, 2011). The main aim of Houvast is to improve the quality 
of life of homeless young adults by focusing on their strengths and stimulating their 
capacity for self-reliance. The fundamental assumption of the strengths perspective 
is that homeless young adults have strengths, talents and goals and that their 
environments consist of resources, people and opportunities. The strengths model 
emphasizes that the capacity for growth and recovery is an innate ability of human 
beings. 
 Homeless young adults are able to recover in the sense that they are able to 
regain a meaningful life with hope and a better prospect for the future. A future with 
secure living conditions, meaningful relationships with others, a positive identity and 
a feeling of competence, and full access to institutions, networks and human and civil 
rights (Wolf, 2012b). Recovery does not mean that a homeless young adult will no 
longer experience problems or symptoms or struggles with these issues. Nor does 
recovery mean that a homeless young adult will no longer use specialized services, 
medication or will be completely independent in meeting all of his or her needs. The 
process of recovery is different for each individual and is unique and personal. It is a 
process of trial and error by making small steps forward and backward, it is a process 
of celebrating successful experiences, but also of experiencing feelings of pain and 
frustration. 
 What are the differences between the strengths model and Houvast? The strengths 
principles and the tools (strengths assessment and personal recovery plan) are the 
components of the strengths-based approach that are used in Houvast. The strengths-
based approach has been adapted to Houvast in that language, presentation and 
training are tailored to the situation of homeless young adults. In addition to the 
strengths model, Houvast contains a few unique components, namely an elaborated 
strengths based trajectory with tools and a theoretical framework inspired by the 
concept of citizenship (Wolf, 2012b), social quality (Van der Maesen & Walker, 2005), 
self-determination (Deci & Ryan, 2000).
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Six basic principles of the strengths-based approach used in Houvast 
Houvast contains the following six strengths principles that were adopted from Rapp 
and Goscha (Rapp & Goscha, 2011):
7. Homeless young adults are capable of recovering and regaining control of their 
lives; 
8. The focus is on sources of strengths in homeless young adults and their 
environments;
9. Homeless young adults are in lead of their recovery process; 
10. The working relationship is primary and essential, recovery starts with trust;
11. The primary setting for working with homeless young adults is the community, 
institutional settings should be minimized;
12. The community is viewed as a crucial source of support and resources for 
homeless young adults.
Tools of the strengths-based approach used in Houvast
The Houvast intervention comprises several tools, developed by Rapp and Goscha 
(2006) and translated for fidelity assessment in Dutch shelter facilities, i.e.:
1. Strengths assessment
2. Personal recovery plan
3. Group supervision.
Strengths assessment
The strengths assessment is a tool that helps the professional and the homeless 
young adults to identify and make use of multiple strengths people possess and 
support the recovery process. It can be used to search for meaning of life from a 
young adult’s viewpoint. Professionals get access to his or her desires and aspirations 
and gain insight into what ultimately gives life purpose to the young adult. The 
strengths assessment in Houvast is organized into ten life domains and three temporal 
orderings (past, present and future): safety & protection against violence, living 
conditions & daily living, finances & social security, children & child rearing, (ex-)
partner, social relationships, activity, work & learning/education, leisure & recreation, 
health & self-care, and spirituality & purpose in life. These life domains correspond to 
those life areas that homeless young adults generally are most concerned about. The 
professional is seeking information reflective of the homeless young adult’s talents, 
aspirations, and confidence, and the opportunities, resources, and social relations 
from his or her environment (Rapp & Goscha, 2011).
Personal recovery plan
The strengths model assumes that all homeless young adults have goals. There is 
always something that a young adult wants to attain or obtain or something that 
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provides him or her with energy. The challenge for professionals is to discover these 
goals by working together with the homeless young adult. The personal recovery plan 
can be seen as the mutual agenda between the homeless young adult and the 
professional that helps to maintain overview and focus, it is focused on achieving the 
goals that the homeless young adults has set. This is very important because goals 
that have no intrinsic value to a homeless young adult are rarely achieved. The 
personal recovery plan has two main sections. The first is the section of the plan 
where the long-term goal is written and the second is the space that contains the 
short-term goals, or steps taken along the path, of achieving the young adult’s long 
term goal. The personal recovery plan can be used to break down the long-term goal 
into smaller measurable steps. For each goal or task, a target date for achievement is 
set. A target date further structures and directs the goal achievement process and 
enhances the likelihood of its completion. Also, there is space for assigning who is 
responsible for the completion of the goal or task. Most desirable is when the 
homeless young adult can achieve his or her goal independently because this would 
increase a homeless young adult’s sense of achievement and empowerment, and the 
greater the likelihood of subsequent goal-directed efforts being exerted (Rapp & 
Goscha, 2011).
Group supervision
Group supervision is the ‘fuel’ for a team working according to the strengths-based 
model. It is a mechanism that enables professionals to feel a sense of connectedness 
to a group who shares the same mission and vision as well as an instrument for 
exchanging feedback. Group supervision is designed to accomplish three purposes: 1) 
support and affirmation; 2) generating ideas; and 3) mutual learning. The central task 
of group supervision is to generate promising ideas on how to support homeless 
young adults in achieving their goals more effectively. During the group supervision, 
two to four challenging situations are thoroughly discussed. Each discussion of a 
homeless young adult begins with the distribution of the young adult’s strengths 
assessment. Thereafter, professionals can provide creative solutions and finally are 
building a ‘body of knowledge’ (Rapp & Goscha, 2011). Each group supervision follows 
an eight-step group supervision process, these steps contain: 
1. The team starts with presenting successful experiences in response to the 
previous group supervision.
2.  Strengths assessments are handed out to each team member for all presentations.
3.  The professional clearly states what they want help with from the group during 
the presentations.
4.  The professional clearly states what the young adult’s goal(s) are.
5.  The team asks constructive questions based on the strengths assessment.
6.  The team brainstorms constructive suggestions related to the strengths assessment 
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to help the young adult achieve their goal or help the professional engage with 
person or develop goals. An average of 10 suggestions is generated per review.
7.  If necessary, the professional ask questions for clarification following the brain-
storming.
8.  A clear plan/strategy is stated for each presentation. The professional states the 
next steps.
Unique components of Houvast: theoretical framework 
Key elements of the strengths-based intervention as developed in the Netherlands 
are citizenship, social quality and prerequisites for social participation, a meaningful 
and safe existence and, by extension, hope and recovery (Wolf, 2012b). 
Citizenship
The notion of citizenship is a central premise of the Dutch strengths-based intervention. 
Homeless young adults are, and remain, citizens, despite their sometimes unusual or 
troublesome behaviour and their weak social status (Wolf, 2002). A ‘citizen’ is an 
individual who both ‘rules’ and ‘is ruled’ within her or his own social context. Citizens 
can make their own choices and direct their own lives, but they must also conform to 
rules and laws. To fulfil this dual function, a citizen must possess some measure of 
autonomy, good judgment and loyalty. The perception that homeless young adults 
are insufficiently competent to satisfy the ideal of autonomous citizenship cannot be 
a licence to redefine their quality-of-life standards to the level of some kind of 
second-class citizens with reduced rights. Setting citizenship as a benchmark for 
change does not mean every citizen must satisfy that ideal, but it does help to 
preserve an orientation towards it, a perspective on it (Wolf, 2002). Homeless young 
adults are subject to the same expectations as other citizens. In their capacity as 
citizens, homeless young adults have:
− Rights. They may take others to account, availing themselves of their civil rights, 
any acquired group rights and their client rights.
− Obligations. As participants in society and in social relations, they themselves are 
accountable for their actions and they may also be taken to account by others.
− Autonomy. Given their right to individual self-determination, they may take part in 
society, participate in social relations and direct their own lives. 
− Dependence. In their self-actualisation process and in their diverse roles they are 
dependent on social interaction and support in networks; on laws, rules and 
procedures designed mostly by others; on access to institutions; and on available 
community resources (Wolf, 2012b). 
Translated into the interventions used by professionals, ‘citizenship’ means that 
homeless young adults, with all their idiosyncrasies, are to be accepted and treated 
with respect. At the same time, they may be held accountable for their actions, 
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especially if those actions could harm themselves or others or jeopardise the 
atmosphere and safety in a shelter facility. Professionals should not hesitate to 
confront homeless young adults with their transgressive behavior and remind them 
of their obligations. Respectful confrontations are ideal opportunities for homeless 
young adults to critically scrutinise their own actions, to consider what unforeseen 
consequences these might have for themselves or other people, and to adapt their 
behavior accordingly (Bouwkamp & de Vries, 2010; De Vries, 2008). A commitment to 
the notion of citizenship further implies that homeless young adults are entitled to 
use community resources and that professionals, in their role as guide and mediator, 
are there to help homeless young adults secure access to such resources. 
Social quality and prerequisites for social participation
Just as for other citizens, the happiness and well-being of homeless young adults 
depends on the added benefit that they derive from their environment, and in 
particular from the community and from their interactions with other people. The 
model of social quality forms an important element of the Dutch strengths-based 
intervention and an operational definition of ‘quality of life’. 
 The social quality model has two dimensions (Van der Maesen & Walker, 2005). 
The first dimension – structural versus individual – reflects the fundamental tension 
between social structures and human agency. The second dimension – relational 
versus institutional – refers to the tension between informal relationships in the 
community (family, networks, groups) and the formal relationships in institutions 
(such as health care, employment, educational, financial or criminal justice 
institutions). Combining these two dimensions results in four necessary preconditions 
for social participation: socioeconomic security, social cohesion, social empowerment 
and social inclusion. These govern the quality of daily life and are also essential for 
homeless young adults’ recovery. 
Socioeconomic security means that homeless young adults have access to the material 
and environmental resources they need for taking part and feeling safe. These include 
income, education, health care, personal safety and social contacts. 
Social cohesion involves the mutuality and interconnectedness of relationships based 
on shared values and norms and identities; social cohesion is an essential factor in 
social development and individual self-actualisation. 
Social empowerment means that individual’s capabilities and opportunities to act are 
supported and reinforced by social structures and relations. 
Social inclusion refers to access to community institutions and integration into such 
institutions and into social relations in everyday life.
When applied in social work practice or in policy making, the social quality model can 
serve as a tool for reflection and insight: ‘Are we doing the right things?’ ‘What can 
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we do in situations of deprivation to keep things from getting worse?’ ‘What things 
are needed to enable homeless young adults to build strength and realise their 
potentials?’ The model can also expose potential structural obstacles to the recovery 
and support process. One such obstacle is that homeless young adults repeatedly 
find themselves incapable of organising their naked existence without intensive 
involvement by professionals (Al Shamma, van den Dries, & Wolf, 2013). Or they 
encounter stubborn neighbourhood resistance to giving people who are ‘different’ a 
place, literally and figuratively, in the local environment.
 The prerequisites for social participation often serve as protective factors as 
well. Social cohesion and socioeconomic security can do much to absorb the impact 
of experiences like personal misfortune or tragic life events. Such protective factors 
can strengthen the resilience and coping capacity of both individuals and their social 
systems, thereby supporting the individual recovery process. 
Unique components of Houvast: Strengths-based support trajectory
In order to support professionals in their daily work with clients, and building on the 
strengths model, Wolf (2012b) has developed a manual with a description of a 
strengths-based support trajectory. This trajectory comprises three interconnected 
phases with seven basic tasks to be performed by professionals:
1.  Focus-decision phase
A.  Making connection
 During the ‘focus-decision’ phase, it is important that a professional makes a 
connection and builds a working relationship with his or her client. The professional 
should fulfill the basic human needs of the homeless young adult directly and 
should create safety and structure in the situation. Next, there is space for 
explanation of the strengths-based support trajectory and the mutual expectations 
between the professional and the young adult regarding this trajectory. 
 
B.  Strengths assessment
 An important ingredient of the focus-decision phase is a strengths assessment. 
This is a portrait of the homeless young adult and his or her environment. It 
focuses on strengths and perspectives and describes the needs, aspirations, skills 
and influencing factors on ten life domains. Finally, it results in an agreement 
between the homeless young adult and the professional about long-term 
recovery goals and actions.
C.  Taxation of strengths and weaknesses
 During the phase of ‘taxation of strengths and weaknesses’ the professional asks 
specific questions to gain insight into risk factors that might be present in the 
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living situation of the homeless young adult. It helps professionals to objectify 
and substantiate their possible ‘gut feelings’ about the situation of their client 
and results in an overview of the balance between capacity and burden, and 
what the homeless young adult can or cannot handle. 
D.  Setting goals and making a personal recovery plan
 People always have goals, no matter how small they are. Setting goals is a helpful 
way for professionals and homeless young adults to focus the attention and 
action on a future event. The long-term goals are derived from the strengths 
assessment and included in the personal recovery plan. Concrete actions are 
described for each long-term goal in the personal recovery plan in order to 
achieve that particular goal. Also, a target date for achievement is set and there 
is space for assigning who is responsible for the completion of the goal. The 
personal recovery plan is an agreement between the homeless young adult and 
the professional and gives a sense of belonging.
2.  Execution phase
 E. Support of recovery
 During the execution phase, support of the recovery process is central. To 
support the recovery of a client, a professional should provide practical and 
emotional support and should ‘be there’ when necessary and ‘stay there’ as long 
as needed. In this phase, the professional makes appointments with social 
network resources of the client as well as with other professionals involved, in 
consultation with the young adult. Also, encouraging and motivating the young 
adult to carry out the actions as previously agreed on or verify whether or not 
actions are carried out according to the personal recovery plan are important 
tasks for the professional. There should also be space for celebrating successes. 
3.  Evaluation phase
F.  Evaluate
 During the ‘evaluation phase’ it is evaluated by both the professional and the 
homeless young adult whether self-reliance and quality of life have improved as 
a results of the actions in de previous phases. Also, they determine the attainment 
of the formulated goals in the personal recovery plan. Finally, an inventory of the 
strengths and resources including a taxation of the capacities of the homeless 
young adult is completed. Based on this inventory, new long-term recovery goals 
can be formulated and the possible need for extension of the support trajectory 
can be recognized. 
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G.  Wrap-up
 In order to close the trajectory, during the evaluation phase the professional, in 
close collaboration with the homeless young adult, should reflect on the support 
trajectory as a whole in terms of goal achievement and perceived benefits. 
Within the homeless young adult feelings of fear and insecurities may exist and 
the professional should pay attention to these feelings. If necessary, a follow-up 
trajectory and handover of work to other relevant social and professional 
relations should be arranged. 
All the above mentioned phases are not free-standing but are interconnected. For 
instance, building a working relationship with homeless young adults and continuously 
updating the ‘strengths assessment’ and ‘recovery plan’ are important during the 
whole trajectory, as is constant reflection on activities and achievements. Also, the 
strengths assessment and personal recovery plan are connected in such a way that 
professionals must use them in combination for maximum effectiveness. 
Unique components of Houvast: tools
Several tools were developed by Impuls, Netherlands Center for Social Care Research 
and have been added to the Houvast intervention. These tools are not included in the 
American version of the strengths-based model: (Wolf, 2012a, 2012b):
1. Ecomap
2. Very Important Persons (VIP) card
3. Worksheet evaluation report and final report
Ecomap
An ecomap is a visual representation of the structure of family and social relationships 
of a homeless young adult. It is a very useful tool to provide homeless young adults 
insight into their strengths and personal network and to examine the strength of each 
relationship over time. It can also be used to fill out the strengths assessment and to 
formulate long-term recovery goals. Ecomaps are diagrams consisting of an inner 
circle that contains the primary system (family and partner and children, if applicable), 
surrounded by other circles representing the resources and elements in the social 
network of the young adult.
Very Important Persons (VIP) card
By filling out the VIP card the homeless young adults get more insight into the meaning 
of important persons in their network. These ‘important persons’ are persons who 
provide all kinds of support but who also give the young adult the chance to be 
meaningful to others. This reciprocity is essential for homeless young adults’ 
self-image and self-esteem. Together with the professional the homeless young adult 
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can fill out the VIP card by answering several questions, such as: “how often do you 
see each other?”, or: “do you receive criticism from this person?”
Worksheet evaluation report
An important element of working according to Houvast is reflection and evaluation. 
By asking questions as “does this work for you?” or “are we on the right track?” the 
professional continuously evaluates and reflects on his/her own actions during the 
trajectory. If necessary the trajectory can be adjusted in agreement with the homeless 
young adult. At the end of the trajectory, the professional carries out a systematic 
evaluation. The worksheet contains different questions that should be discussed with 
the homeless young adult in a natural and casual way. In other words, there should be 
a dialogue between the professional and the young adults and the questions in the 
worksheet should not be administered in the form of an interview. The worksheets 
can be supportive for the professional to schedule new appointments. 
Worksheet final report
At the end of the trajectory, the homeless young adult, with the assistance of the 
professional, fills out a final questionnaire. This questionnaire contains information 
about agreements on extension on the support trajectory (if applicable). Also, 
questions about quality of life in general and on 11 domains and improvement or 
deterioration on these domains are enclosed. Finally, the homeless young adult is 
asked to share his thoughts looking back on the trajectory and looking forward to the 
future. At the end, there is a request to write down the new address, and both the 
homeless young adult and the professionals sign the worksheet. 
Introduction and implementation of Houvast 
Professionals are responsible for the daily support of homeless young adults. From 
October 2011 to January 2012, all professionals working with homeless young adults 
in the five shelter facilities received a four-day training provided by certified trainers. 
During the training professionals learned the principles of the Houvast intervention. 
For instance, how to recognize strengths and capabilities of homeless young adults, 
how to use naturally occurring resources (e.g. neighbor) and how to access and use 
the young adults’ personal resources (e.g. friends). Also, building a trustful relationship 
with the young adults is important. The professionals learned how to use the tools of 
the Houvast intervention, such as the strengths assessment, the personal recovery 
plan and the group supervision. Some aspects of the intervention were learned 
trough role-plays based on real life situations. In total, 43 out of 50 professionals 
achieved competency in working according to the Houvast intervention and received 
a certificate. In September 2012, all professionals attended a follow-up training day 
with their team.
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Team leaders, who are responsible for team work and the daily organization in the 
shelter facilities (e.g. drawing a working schedule), attended a two-day training in 
Houvast provided by certified trainers in the same period as professionals received 
training. Team leaders were taught how to support professionals in adhering to the 
Houvast intervention and to maintain Houvast’s quality standards. They are familiar 
with the quality criteria regarding the strengths assessment, personal recovery plan 
and group supervision and know how to support professionals in using these tools. 
Team leaders chair the group supervision meetings and give direction to professionals 
and homeless young adults in the search for naturally occurring resources. During the 
training, team leaders had to bring a filled out strengths assessment of a homeless 
young adult in their organization to practice group supervision. 
Supervisors are part of the team and are responsible for providing feedback to 
professionals to attain model fidelity of Houvast. All supervisors must first complete 
the training for professionals or team leaders before attending the six day training for 
supervisors. The training was given in April 2012 to May 2012. During the first three 
days, the supervisors are trained in the fundamental elements of Houvast and on 
how to provide supervision. In the remaining three days, theory is put into practice 
and applied to the working place. Besides training in the basic aspects and skills of 
supervision, supervisors are taught to review the Houvast-tools, such as the strengths 
assessment and the personal recovery plan. At the end of the training, supervisors 
know the ‘ins and outs’ of Houvast and are able to transfer this knowledge to the 
professionals and the team. Supervisors are able to stimulate, challenge and inspire 
other people in using the strengths-based intervention and can build a professional 
relationship with individual professionals and with a team. As the implementation of 
a new intervention in an organization takes much time and effort, supervisors also 
learn how to cope with the challenges regarding the implementation of Houvast. 
The manager focuses on management processes within the organization as well as 
relevant relationships with external stakeholders and does not work directly with the 
homeless young adults. Upon consenting participation, two to three managers of 
each shelter facility attended a meeting with the researchers in which they received 
additional information on the study and were given guidelines on how to optimize the 
implementation of Houvast in their shelter.
For participants of any of the trainings, a handbook and a manual are available with 
detailed information on the Houvast intervention including case descriptions and 
homework assignments. For every training and each training day, learning goals are 
described. Table 1 shows examples of learning goals for professionals, team leaders 
and supervisors and the corresponding quality requirements.
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All trainings are evaluated. At the final training day all participants filled out an 
evaluation questionnaire. For every training trainers keep a log about how the 
training proceeds, if there are any deviations from the training script and if there are 
specific issues that need special attention. This log is evaluated by the training 
organization, the Impuls Academy, to examine whether the training is conducted 
according to the script and whether any follow-up actions are required. 
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Table 3   Degree of change of the model fidelity according to supervisors and  
team leaders approximately eight months after the audit
Question: “Is ……................improved, deteriorated or unchanged compared to the audit in 2012?” Shelter facility
1 2 3 4 5
TLa Sb TL S TL S TL S TL S
1.  the professionals’ responsibility + ± + + + + + ± ++ +
2.  the case load ratio ± ± ± ± ++ + ± ± ± ±
3.  the quality of the group supervision (focus primarily on the discussion of homeless young adults, 
all professionals are present, following of the eight-step group supervision process, strengths 
assessments are handed out, the professional clearly states what they want help with and states 
what the homeless young adult’s goals are, the team asks constructive questions and a brainstorm 
results in suggestions for the professional, a clear plan/strategy is stated for each presentation)
++ + ± + + ++ + ++ -- ++
4.  the intensity of supervision (quality assessment of tools and competencies, field mentoring, ratio 
supervisors versus professionals) 
++ - + + + ++ - + + +
5.  the quality of the strenghts assessment (use of homeless young adult’s language, description 
of the needs, aspirations and use of naturally occurring resources on each life domain, focus on 
strengths and perspectives)
± + ± + + ++ + ± + ++
6.  the integration of the strengths assessment and the personal recovery plan ++ ± + + ± + ± ± ± +
7.  the quality of the personal recovery plan (goals are revised, updated and changed during the 
contact with the professional, goals are broken into small meaningful steps and employs the 
language used by the homeless young adult, target dates are set for each task)
+ ± ± ± ± + + ++ + ++
8.  the degree of homeless young adults’ contact in the community ± ± + + ± ± ± ± ± ±
9.  the use of naturally occurring resources in achieving homeless young adults’ long-term goals + ± + + + ± ++ + ± ±
a TL = team leader bS = supervisor 
--- = deteriorated significantly, -- = deteriorated - = a little bit deteriorated, ± = unchanged, 
+ = a little bit improved, ++ = improved, +++ = improved significantly
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CHAPTER 4
Abstract 
Objective To test the effectiveness of Houvast: a strengths-based intervention for 
homeless young adults. 
Method A cluster randomized controlled trial was conducted with ten Dutch shelter 
facilities randomly allocated to an intervention and a control group. Homeless young 
adults were interviewed when entering the facility and when care ended. Repeated 
measures analyses and logistic regression analyses were conducted by the principle 
of intention-to-treat framework (n = 251).  
Results Improvements were demonstrated on quality of life, satisfaction with family 
relations, finances and health, employed or in school, depression, care needs, 
autonomy, competence and resilience in both conditions. A higher proportion of 
homeless young adults who received care according to Houvast were still receiving 
care at follow-up and successfully completed the trajectory compared to those who 
received care-as-usual. 
Conclusion Homeless young adults seem to benefit from service provision in general. 
Further research on the effectiveness of Houvast is needed after sufficient model 
fidelity has been achieved.
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Introduction 
Homelessness among young adults is a widespread social problem. Approximately 
9000 young adults in the Netherlands are homeless (Brummelhuis & Drouven, 2011) 
and 70% of these young adults are between 18 and 23 years of age; this equals 0.20% 
of the total population of that age (CBS, 2014). Although homelessness among young 
adults is a frequently mentioned problem in European countries, data on the 
prevalence of homeless young adults is lacking or is difficult to interpret. The number 
of homeless young adults (ages 18 – 24) in the United States ranges from 750.000 to 
2 million (Whitbeck, 2010). The most common reasons for young adults to leave their 
home prematurely are family conflicts and physical, emotional or sexual abuse 
(Slesnick et al., 2009; Van der Ploeg & Scholte, 1997). Homeless young adults are 
usually facing multiple hardships and problems, such as mental problems (Tucker et al., 
2011; Whitbeck et al., 2000), physical problems ( Wolf, Altena, Christians et al., 2010) 
and substance use problems (Beijersbergen et al., 2008; Korf et al., 2004; Wenzel 
et al., 2010). Many homeless young adults received care as a child and/or adolescent, 
but many had unsuccessful experiences with these youth care institutions and lost 
their trust in social service systems and even in professionals in general (Planije et al., 
2003; Thompson, Pollio, Constantine, Reid, & Nebbitt, 2002). Thus, the need for 
appropriate care is high for this vulnerable group, but what interventions are effective 
and do fit with homeless young adults’ needs?
 Research on the effectiveness of interventions for homeless young adults is 
scarce. A review published in 2009 described 32 services and interventions for 
runaway and homeless youth (Slesnick et al., 2009). The six intervention studies 
included in this review focused on case management and vocational training 
interventions, substance abuse treatment interventions and HIV prevention and 
assessed the following outcomes: quality of life,  substance use, homelessness and 
medical and  mental health. It was concluded that among those young adults who 
received care according to the intervention, improvements were found on: life 
satisfaction, family contact, individual and family functioning, social stability and 
condom  use. A decline was found for substance use and high risk behavior.
 The review on effective interventions for homeless young adults by Altena, 
Brilleslijper-Kater, et al. (2010) included 11 studies and also provided the results of a 
quality assessment of these studies. This review showed that a variety of interventions 
were used for homeless young adults and only a few of these interventions had been 
formally evaluated, namely: (intensive) case management programs, independent 
living programs, brief motivational interventions, cognitive behavioral interventions, 
living skill/vocational interventions, peer-based interventions and supportive housing 
programs. These studies assessed a variety of outcomes: drug and alcohol use, 
mental health, material comfort, safety, homelessness, and tenability outcomes. 
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Drawing conclusions appeared to be difficult because conclusions were limited by the 
heterogeneity of the interventions, participants, methods and outcome measures. 
However, interventions that used cognitive behavioral approaches appeared to be 
most promising.
 Both reviews concluded that there is no convincing evidence for the effectiveness 
of a specific intervention for homeless young adults and more research, including 
rigorous designs to increase the reliability and validity of the study findings and to 
determine what specific interventions are beneficial for homeless young adults, is 
needed. 
 In the Netherlands, both homeless young adults and professionals have expressed 
the need for improving the quality of care for homeless young adults. Therefore, an 
intervention was developed in close collaboration with homeless young adults and 
professionals. Houvast is a strengths-based intervention developed to improve 
homeless young adults’ quality of life by focusing on their strengths and stimulating 
their capacity for self-reliance (Krabbenborg, Boersma, & Wolf, 2013; Wolf, 2012a, 
2012b). 
 Besides containing the effective elements in the review of Altena, Brille slijper-
Kater, et al. (2010), as described above, Houvast is based on 1) experiences of 
homeless young adults and professionals with service delivery and their views on 
appropriate care and 2) theoretical and conceptual models. To investigate the critical 
ingredients of an effective intervention for homeless young adults, focus groups, 
interviews and workshops were held with professionals and homeless young adults. 
The results revealed the following critical ingredients: a constructive working 
relationship based on trust and mutual respect and fostering hope, high quality 
communication, a positive non-judgmental approach, problem solving, the need to 
always provide a second chance, and a focus on the young adults’ strengths and what 
they can do instead of focusing on their problems and what they cannot do (Wolf, 
2005). This corresponds with other studies in that homeless young adults desire a 
more personal involvement of professionals (De Rosa et al., 1999); i.e. professionals 
should be respectful, empathic, honest, supportive and should encourage them 
without disregarding their autonomy (Beijersbergen et al., 2008; Bender et al., 2007; 
De Winter & Noom, 2003; Planije et al., 2003; Thompson et al., 2006; Wolf & van der 
Laan, 2005). They express a great need for autonomy and want to be in control over 
their own recovery process and their own lives  (Bender et al., 2007; Karabanow, 
2003). However, at the same time they seek social support and help to improve their 
housing, social network, financial situation and their health (Darbyshire et al., 2006). 
Homeless young adults stress the importance of a reciprocal relationship in which 
professionals express genuine interest in them and believe in their abilities and 
strengths (Darbyshire et al., 2006; De Winter & Noom, 2003; Thompson et al., 2006). 
The strengths-based approach, developed by Rapp and Goscha for persons with 
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mental illness (Rapp & Goscha, 2011), was chosen as the basis for Houvast. The critical 
ingredients matched well with this strengths-based approach. The strengths-based 
approach is characterized by a fundamental assumption that homeless young adults 
have strengths, talents and aspirations and that their environments consist of 
resources and opportunities. The strengths model emphasizes that the capacity for 
growth and recovery is an innate characteristic of human beings. During a strengths-
based trajectory the young adult is the director of his or her own recovery process 
and the focus is on achieving goals that homeless young adult has set for themselves. 
In contrast, a more common used policy is a problem-oriented approach. This is 
characterized by paying attention to people’s problems and ineffective coping 
abilities. Consequently, the cause of a problem is labeled (categorized) and a 
treatment plan is devised to teach the young adult how to cope with behavioral 
deficiencies. During a problem-focused trajectory the goals are often driven by 
service providers because professionals are seen as knowing what is best for clients 
(Rapp & Goscha, 2011).
 The strengths-based approach has been applied to a variety of groups, such as 
mentally ill people (Barry et al., 2003; Macias et al., 1997; Macias et al., 1994; Stanard, 
1999), homeless youth (Saewyc & Edinburgh, 2010), people with substance use 
problems (Rapp & Lane, 2013; Rapp et al., 2008; Siegal et al., 1996; Siegal et al., 2002) 
and abused women (Song & Shih, 2010). Among mentally ill people positive outcomes 
were found on number of hospitalizations, social functioning, social support, 
consumer income, physical health, symptomatology and family responsibility (Barry 
et al., 2003; Macias et al., 1997; Macias et al., 1994). Quality of life also improved in 
one study (Stanard, 1999). Among homeless youth positive changes were found on: 
self-esteem, emotional distress, suicidality, substance abuse, and risky sexual 
behaviors (Saewyc & Edinburgh, 2010). Also in the field of substance abuse, treatment 
retentions (Siegal et al., 2002), linkage (Rapp et al., 2008), and employment outcomes 
improved and the involvement with the criminal justice decreased  (Rapp & Lane, 
2013; Siegal et al., 1996). In addition, in the field of abused women the strengths-
based approach proved to be effective; women showed a significant decrease in 
depression, had a better life satisfaction and a growth of sense of self and 
empowerment (Song & Shih, 2010).
 In addition to the strengths model, Houvast is based on theoretical and 
conceptual models, namely the concept of resilience (Saleebey, 2006), the self-deter-
mination theory (Ryan & Deci, 2000b), the concept of citizenship (Wolf, 2002), and 
the model of social quality (Van der Maesen & Walker, 2005; Wolf, 2012b). These 
theoretical concepts are important because they focus on social embedding of 
people in society which guarantees a minimum level of quality of life as it refers to the 
fundamental social rights of citizens (citizenship). Furthermore, they emphasize 
different aspects of social participation (social quality) and outcome measures 
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pertaining to positive functioning (resilience, self-determination) which are essential 
elements of the Houvast intervention (Wolf, 2012b). 
 The present study evaluated the effects of the Houvast intervention in shelter 
facilities for homeless young adults by using a cluster randomized controlled trail. 
Quality of life was chosen as the primary outcome measure as it an important 
indicator of homeless young adult’s experience of their life (Hubley et al., 2014; 
Lehman, 1988). Furthermore, the few available effect studies among homeless young 
people (Ferguson & Xie, 2008; Wagner et al., 1994) and those among homeless 
people, including homeless youth (Bearsley & Cummins, 1999; Hubley et al., 2014) 
showed improvement in quality of life after receiving care. Also, it was found that 
quality of life was associated with different positive outcomes such as psychological 
well-being and independent housing (Hubley et al., 2014; Thompson et al., 2004; Wolf 
et al., 2001). The current study investigated the effect of Houvast compared with care 
as usual on: general quality of life (primary outcome), functional and social outcomes, 
health outcomes, care needs, and strengths outcomes.
Method
Design
The effectiveness of the Houvast intervention was investigated by means of a  pretest- 
posttest cluster randomized controlled trial. The facilities were randomly allocated to 
the intervention group (n = 5) or the control group (n = 5). The shelter facilities 
provided ambulant or residential care which was equally distributed among each 
group. The homeless young adults were unaware of the condition (Houvast or 
care-as-usual) to which the shelter facility was assigned (Krabbenborg, Boersma, & 
Wolf, 2013). We used data from two waves: baseline and follow-up measurement. 
Baseline measurement was conducted within approximately two weeks after young 
adults entered the shelter facility. Follow-up measurement took place when homeless 
young adults had received care for a period of six months consecutively because this 
was the average duration of care of young adults in a shelter facility at the time we 
started this study. In total, 77.3% of the participants ended care at an earlier stage 
and to prevent selection bias these participants were interviewed immediately after 
ending care. Consequently, there was variation in the duration of exposure to the 
intervention for each homeless young adult. The average duration of exposure was 
156 days (SD = 49.71) and this ranged from 27 to 238 days. This study complies with 
the criteria for studies that have to be approved by an accredited Medical Review 
Ethics Committee region Arnhem-Nijmegen. Upon consultation, the Ethics Committee 
stated that due to the behavioral character of the intervention, the study was exempt 
from formal review (registration number 2011/260). This study was funded by the 
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Netherlands Organization for Health Research and Development (ZonMw) and is registered 
at the Dutch trial register (registration number NTR3254, http://www.trialregister.nl/
trialreg/admin/rctview.asp?TC=3254). The study is described elsewhere and for more 
detailed information we refer to this work (Krabbenborg, Boersma, & Wolf, 2013). 
 
Procedure and participants 
Figure 1 presents a flowchart illustrating the inclusion of shelter facilities and 
participants. Homeless young adults were recruited from ten shelter facilities that 
wanted to participate in the study and met the following inclusions criteria: (a) not 
living with their parents while receiving care, (b) having received care for more than 
two weeks. In total, we contacted 35 shelter facilities for homeless young adults and 
invited them to visit an introductory meeting about the study. Of those 35 shelter 
facilities, 17 did not show an interest in the study and eight did but eventually chose 
not to participate due to financial restrictions, implementation of other methods, 
involvement in other studies and internal reorganizations. Shelter facilities were 
included in the study if they met the following inclusion criteria: (a) targeted at 
delivering ambulant and/or residential care to homeless young adults age ≥ 18 years 
old (not specifically at teenage mothers or in general to homeless adults); (b) provision 
of care to at least 15-20 homeless young adults per year; (c) regularly providing care 
for at least three months consecutively.
 The professionals working in the shelter facilities registered all homeless young 
adults at the time of entering the shelter facility and approached them to participate 
in the study. In total 393 homeless young adults were approached, of whom 142 
(36.1%) were not interviewed for the following reasons: (a) they had already left the 
shelter facility before an interview appointment was made (14%), (b) no interest 
(10%), (c) they would rather spend time on other activities, such as spending time 
with friends (5%), and (d) unknown reasons (50%). After participants expressed 
interest in participating, the professional or contact person of each shelter facility 
provided contact information about this potential participant to the researcher who 
subsequently scheduled an interview appointment. Before the start of the interview, 
written consent was obtained. The homeless young adults received €10 for participating 
in the baseline interview and an additional €20 for completing the follow-up interview. 
The baseline and follow-up interviews were administered face-to-face by trained 
research assistants who had experience or affinity with working with vulnerable 
people. The structured interviews lasted on average 90 minutes. We used a variation 
of a multiform design (Little & Rhemtulla, 2013) designed to spread missing data 
across blocks of questions, by using two questionnaires (form 1 and 2) of which the 
content was identical, however, the order in which questions were asked differed. We 
randomly assigned homeless young adults to form 1 or form 2. The data was collected 
between December 2011 and October 2013.
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 After the data collection was finished, we contacted the contact person of each 
shelter facility telephonically to provide the reason for finishing care as described in 
the file of the ex-participant. We first coded whether a participant finished care 
before the follow-up measurement. If care did not end after the follow-up, the 
ex-participant received the score ‘still receiving care’. If care did end before the 
follow-up, the ex-participant received the score ‘finished care’. We then distinguished 
Figure 1   Flowchart of the inclusion of the shelter facilities and the participants
Shelter facilities assessed
for eligibility (n = 35) Inclusion criteria are:
Delivering ambulant and/or
residential care to at least
15-20 homeless youths each year
for an average period of
three months (not speciﬁcally at
teenage mothers or in general
to homeless adults).
 
Allocation to intervention group (n = 5)
Houvast
T0: baseline measurement (n = 117)   
 
Allocation to control group (n = 5)
Care as usual
T0: baseline measurement (n = 134)    
Assignment 
T1: Follow-up measurement (n = 104)
- Care ends
- Youth receive care for 6 months
Drop out (n = 30):
- Loss to follow-up (n = 24)
- Refused to participate (n = 4)
- Researchers were too late informed
about ending care (n = 1)    
Exclusion criteria are:
- Youths still living with their
 parents while receiving 
 ambulant care
- Youths who end care 
 within two weeks
- youths who cannot be 
 interviewed during 
 the ﬁrst two weeks     
Enrollment
Excluded (n = 25):
- Did not attend the introduction
 meeting (n = 17)
- Refused to participate (n = 8):
- Financial restrictions;
- Implemented other methods;
- Participating in other studies;
- Reorganization within their
 organization.      
Follow-up T1: Follow-up measurement (n = 94)
- Care ends
- Youth receive care for 6 months
 Drop out (n = 23):
- Loss to follow-up (n = 18)
- Refused to participate (n = 2)
- Researchers were too late informed
about ending care (n = 3)  
AnalysesAnalyzed ITT (n = 134 )  Analyzed ITT (n = 117) 
Sh
el
te
r f
ac
ili
ty
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four reasons for finishing care: successfully completed, dropped out of care, moved 
or transferred care to another care provider, and other reasons. 
 The participants were between 171 and 26 years old and the average age was 
20 years, 68.1% were male, 51% had a Dutch background, 75% had a low level of 
education (31.9% had no education or finished only primary school, 43.1% completed 
pre-vocational secondary education or lower secondary vocational education), 60.2% 
were homeless for more than three months, and 76.1% had received residential care. 
In total, 53 (21%) out of 251 homeless young adults in the ten participating shelter 
facilities dropped out of the study. Thus, 198 participants were interviewed in the 
follow-up. We compared completers and dropouts on baseline measures to study 
whether the dropout was systematic. We did not find statistically significant 
differences for age (t(249) = -1.55, p > .05, d = .25), gender (X2(1, N = 251) = 1.06, 
p > .05, φ = -.07), ethnicity (X2(1, N = 251) = 4.56, p > .05, φ = .04), duration of homelessness 
(X2(1, N = 251) = 0.08, p > .05, φ = .02) and type [residential or ambulant] of care (X2(1, 
N = 251) = 2.87, p > .05, φ = .11). However, we did find statistically significant differences 
for educational level in that completers had a higher educational level compared to 
those who dropped out of the study (Fisher’s exact test < .05, φ = .21). 
Implementation of Houvast 
Before the start of our study, each of the shelter facilities had their standard way of 
providing support to homeless young adults. Some shelters were working according 
to the eight steps model (van Leeuwen-den Dekker & Heineke, 2004) or a derivative 
thereof. This provides professionals primarily a structure for working with homeless 
youth based upon planning. Despite the fact that there was much variation between 
shelter facilities, all facilities have the aim to improve the living conditions of homeless 
young adults and to provide them with skills that enable them to become autonomous 
adults. Professionals provide support on different living domains, such as housing, 
social network, education and finances. We refer to this as care-as-usual. 
 Professionals, team leaders, supervisors and managers of the shelter facilities in 
the experimental condition were trained  in the Houvast intervention by experienced 
trainers contracted by the researchers. From October 2011 to January 2012, all 
professionals working with homeless young adults received a four-day training and 
the team leaders received a two-day training provided by experienced trainers. 
During the training sessions they learned the principles of the Houvast intervention, 
for example how to identify strengths and capabilities of young adults, how to use 
1 Even though the shelter facilities officially provide support to homeless young adults from the age 
of 18 years and older, they presented us with four youth who were still 17 years old but approaching 
their 18th birthday who wanted to participate. Since in the Netherlands in the case of a non-medical 
study, youth from the age of 11 years and older can independently consent participation, these four 
participants were included in the study sample.
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naturally occurring resources (e.g. make use of community facilities), and how to 
make use of the young adults’ available resources (e.g. friends). Professionals and 
team leaders learned how to use the tools of the Houvast intervention, for instance a 
strengths assessment. The strengths assessment is a tool that helps the professional 
and the homeless young adults to identify and make use of multiple strengths young 
adults possess and support the recovery process. The strengths assessment in 
Houvast is organized into ten life domains (e.g. social relationships, finances & social 
security) and three temporal orderings (past, present and future). These life domains 
correspond to those life areas that homeless young adults generally are most 
concerned about. The professional is seeking information reflective of the homeless 
young adult’s talents, aspirations, and confidence, and the opportunities, resources, 
and social relations from his or her environment Also, team leaders were taught how 
to support professionals in adhering to Houvast and to maintain Houvast’s quality 
standards. In April and May 2012, the supervisors received their six-day training in 
Houvast. All supervisors had first to complete the training for professionals or team 
leaders before attending the  training for supervisors. During the first three days, the 
supervisors were trained in the strengths principles and the tools of Houvast and how 
to provide supervision. The remaining three days were used for supervised practice. 
In addition, two to three managers of each shelter facility attended a meeting with 
the researchers in which they received additional information on the study and were 
given guidelines on how to optimize the implementation of Houvast in their shelter. 
In September 2012, all professionals and team leaders attended a follow-up training 
day with their team. For detailed information about the Houvast intervention we 
refer to Wolf (2012a, 2012b). 
 The degree of model fidelity of an intervention may have an impact on the 
effectiveness of this intervention (Fukui et al., 2012). We therefore measured the 
model fidelity of Houvast in the five shelter facilities in the intervention group. Fidelity 
was measured between June and September 2012. During a one-day audit to the 
shelter facility model fidelity was investigated using the Dutch version of the strengths 
model fidelity scale (Rapp & Goscha, 2006) which consists of ten indicators 
corresponding to three subscales: structure, supervision and clinical practice. The 
results showed that scores on three out of ten indicators of fidelity were sufficient, six 
months after the introduction of the Houvast intervention in the shelter facilities and 
the training of professionals and team leaders in Houvast: caseload ratio, group 
supervision and strengths assessment. Each shelter facility received a report with a 
set of recommendations to improve model fidelity. Based on the results, additional 
booster sessions were organized between April and June 2013. In these booster 
sessions, given by a certified trainer, recommendations from the shelter’s fidelity 
report were discussed. In addition, key elements of Houvast were again practiced 
using role-play games. The results of this fidelity measurement, described in previous 
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work (Krabbenborg, Boersma, Beijersbergen, & Wolf, 2013; Krabbenborg, Boersma, 
Beijersbergen, Goscha, & Wolf, 2015) , will be taken into account when drawing 
conclusions on the effectiveness of Houvast.  
Measures
Quality of life 
General quality of life was measured with the brief Dutch version of the Lehman 
Quality of Life Interview (Lehman, 1988; Lehman et al., 1995; Wolf, 2007). The 
response scale ranged from terrible (1) to delighted (7) and higher scores reflected a 
satisfaction with general quality of life. It was measured with two identical items 
asking participants how they feel about their life in general. These questions were 
asked at the beginning and at the end of each interview. Cronbach’s α was .74 at 
baseline and .82 at follow-up. 
Functional and social outcomes
Satisfaction with social relations, family relations, finances and health was measured 
with the brief Dutch version of the Lehman Quality of life interview (Lehman, 1988; 
Lehman et al., 1995; Wolf, 2007). The response scale ranged from terrible (1) to 
delighted (7) and higher scores reflected a satisfaction with that particular domain. 
Satisfaction with social relations was measured with three items, e.g. “How do you 
feel about the things you do with other people?” Cronbach’s α was .71 at baseline and 
.74 at follow-up. Satisfaction with family relations was measured with two items, e.g. 
“How do you feel about the way you and your family act toward each other?” 
Cronbach’s α was .86 at baseline and .91 at follow-up. Satisfaction with finances was 
measured with three items, e.g. “How do you feel about the amount of money you 
get?” Cronbach’s α was .83 at baseline and .81 at follow-up. Satisfaction with health 
was measured with three items, e.g. “How do you feel about your health in general?” 
Cronbach’s α was .67 at baseline and .63 at follow-up.
 Employed or in school was measured with two questions asking whether the 
participant is following education and whether the participant had work with a labor 
contract. If any question was answered with ‘yes’, the participant scored ‘yes’, coded 
as 0, on employed or in school. If both questions were answered with ‘no’, the 
participant scored ‘no’, coded as 1, on employed or in school. 
Care needs
Care needs was measured using an adapted version of the Short Form Quality of Life 
and Care Index (Wennink & van Wijngaarden, 2004). The items are formulated as 
follows: “Do you want help with …”. A total score is made by adding the ‘yes’ responses 
on the following 19 care domains: housing, finances, work, daily activities, household, 
self-care, family, social contacts, physical health, mental health, alcohol use, drug 
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use, safety for yourself, safety for others, resilience, traffic, food, teeth, and basic 
skills (reading, writing, calculating). 
Mental health outcomes
Depression, anxiety, somatization were measured with subscales of the Brief 
Symptom Inventory (BSI-53) (De Beurs & Zitman, 2005; Derogatis, 1975, 1993). The 
constructs were measured with six or seven items. The response scale ranged from 
not at all (0) to extremely (4). Cronbach’s α of the depression subscale was .85 at 
baseline and .87 at follow-up. Cronbach’s α of the anxiety subscale was .77 at baseline 
and .76 at follow-up. Cronbach’s α of the somatisaton subscale was .83 at baseline 
and .78 at follow-up. 
 Alcohol use, soft drug use, and hard drug use were measured with the European 
Addiction Severity Index (Kokkevi et al., 1993; McLellan et al., 1992). The constructs 
were measured with a single item. Alcohol use was measured by asking whether or 
not the participant drank five or more glasses per day during the past 30 days. Soft 
drug use was measured by asking whether the participant used cannabis during the 
last 30 days. Hard drug use was measured asking the participants whether they used 
heroin, methadone, cocaine, crack, amphetamine, ecstasy, or gamma-hydroxybutyr-
ic acid during the last 30 days. Questions answered with ‘yes’ were coded as 0 and 
with ‘no’ as 1.  
Strengths outcomes
The Basic Psychological Needs scale (Deci & Ryan, 2000; Johnston & Finney, 2010; 
Vlachopoulos & Michailidou, 2006) was used to measure autonomy, competence, 
and relatedness. The scale consists of three subscales and 21 items. The response 
scale ranged from not true at all (1) to definitely true (7). An example from the 
autonomy subscale is: “I feel like I can decide for myself how to live my life”. An 
example from the competence subscale is: “I really like the people I interact with”. An 
example from the relatedness subscale is: “I often do not feel very capable”. Each 
subscale reflects the extent to which young adults feel satisfaction with that particular 
need. At baseline, Cronbach’s α of was .62 for autonomy, .59 for competence, and .75 
for relatedness. At follow-up Cronbach’s alpha was .64, .58, and .75 respectively. 
 Resilience was measured with the Dutch Resilience scale (RS-NL) (Portzky et al., 
2010; Wagnild & Young, 1993). The scale contains 25 items. The response scale 
ranged from strongly disagree (1) to strongly agree (4). Examples of items include 
“I am able to manage myself more than anyone else” and “My belief in myself gets 
me through hard times”. Cronbach’s α of the scale was .88 at baseline and .89 
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Analysis plan
In order to study the effect of the Houvast method on the outcome variables, we 
performed repeated measures ANOVA (for continuous outcomes) and logistic 
regression (for dichotomous outcomes). In the design of our study the shelter facilities 
were randomized instead of the participants. As a consequence the participant’s 
characteristics might not be adequately randomized, which is problematic if those 
characteristics are also correlated with the outcome variables. We tested whether 
the intervention and control group differed at  baseline on general participant 
 characteristics, there were no statistically significant differences between the 
Houvast group and the care-as-usual group on age (t(249) = -.01, p > .05, d =.00), 
gender (X2(1, N = 251) = 0.12, p > .05, φ = .02), ethnicity (X2(1, N = 251) = .21 p > .05, 
φ = .03), educational level (Fisher’s exact test > .05, φ = .13), duration of homelessness 
(X (1, N = 251) = 0.03, p > .05, φ = -.01) and type [residential or ambulant] of care 
(X2(1, N = 251) = 3.20, p > .05, φ = -.11). As our purpose was to examine what impact 
Houvast had on outcomes and because we wanted to minimize power loss due to 
including too many variables in the effect analyses, we did not include these variables 
as covariates in the repeated measures analyses and the logistic regression analyses.
 The data in this study are nested by design, i.e. shelter facilities in participants in 
time. This will potentially violate the assumption of independence of the sampling 
elements and could result in smaller standard errors. That in turn will result in an 
overestimation of the significance of parameter estimates. In order to overcome the 
problem of non-independence one could perform a multilevel analysis. However, 
that is not without problems. The randomization was done over shelter facilities 
(instead of over participants), which makes the intervention a third level variable. As 
a result, there are only 10 third level observations (e.g. the number of shelter 
facilities). According to Hox (2002) these numbers are too small to test the effect of 
Houvast with intervention as a third level variable. An alternative for a multilevel 
analysis could be a fixed effects model, where shelter facilities are included in the 
regression as dummy variables. In order to estimate the effect of Houvast, we should 
add the intervention variable to the model. However, because the intervention is 
confounded with the shelter facilities (due to the design), it will result in perfect mul-
ticollinearity. In conclusion, neither analysis is feasible and therefore we resorted to 
analysis of variance and logistic regression.
 The attrition between the baseline and follow-up was approximately 21%. If the 
dropouts are very deviant from the completers, it could lead to biased conclusions. 
To cope with this problem we performed intention-to-treat (ITT) analyses. In an ITT 
analysis, missing data are imputed using the multiple imputation procedure in SPSS. 
For continuous variables the predictive mean matching method was used and for the 
categorical variables we used the logistic regression method. The results that we 
report, except for the univariate descriptives, are based on 20 imputed datasets. For 
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the repeated measures ANOVA the results are reported by averaging the scores, 
whereas for the logistic regression analysis the results are reported by averaging the 
effects (i.e. pooling).
Results
Descriptives 
Table 1 presents the descriptive statistics for the baseline and follow-up measures. 
At baseline, participants were ‘equally satisfied and dissatisfied’ to ‘mostly satisfied’ 
with their general quality of life and their health. The participants were ‘mostly 
satisfied’ to ‘pleased’ with their social relations, ‘equally satisfied and dissatisfied’ 
with their family relations and ‘unhappy’ to ‘mostly dissatisfied’ with their financial 
situation. According to Dutch norm scores, homeless young adults had severe 
depression, anxiety and somatization problems (De Beurs, 2011). On average, they 
had four to five care needs (out of 19 care needs). Participants were neither satisfied 
nor dissatisfied with their autonomy, competence and relatedness and their level of 
resilience was high. At baseline, 28.7% of the homeless young adults were employed 
or in school. The percentage of alcohol and substance use ranged: 42.9% used at least 
five glasses of alcohol per day in the last 30 days, 59.8% used soft drugs and 17.4% 
used hard drugs the last 30 days.
Baseline and follow-up differences 
Differences between conditions on baseline and follow-up were evaluated using an 
independent sample t-test for continuous variables and a chi-square test for 
categorical variables. At baseline, homeless young adults in the intervention group 
scored higher on the following variables compared to those receiving care-as-usual: 
satisfaction with finances (t(248) = 3.00, p < .05, d = .38), satisfaction with health 
(t(248) = 2.19, p < .05, d = .28), resilience (t(248) = 2.44, p < .05, d = .31), and employed 
or in school (X2(1, N = 251) = 8.53, p < .05, φ = .19). At follow-up, homeless young 
adults in the intervention group scored higher on quality of life (t(196) = 2.05, p < .05, 
d = -.29), satisfaction with finances (t(195) = 2.28, p < .05, d = .-.33), satisfaction with 
health (t(196) = 2.08, p < .05, d = -.30), resilience (t(196) = 2.50,  p < .05, d = -.46) and 
autonomy (t(196) = 2.10, p < .05, d = -.29) compared to those in the control group. 
In addition, those receiving care-as-usual scored higher on alcohol use (X2 (1, N = 198) = 
5.40, p < .05, φ = -.17) at follow-up. 
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Changes between baseline and follow-up
Differences across time were evaluated using the paired samples t-test for continuous 
variables and the McNemar’s test for categorical variables. Across time, there were 
improvements for the following variables: quality of life (t(197) = -7.63, p <.05, d = .56), 
satisfaction with family relations (t(191) = -4.88, p < .05, d = .36), satisfaction with 
finances (t(195) = 6.40, p < .05, d = .44), satisfaction with health (t(196) = -2.16, p < .05, 
d = .15), depression (t(196) = 3.09, p < .05, d = -.21), care needs (t(197) = 4.67, p < .05, 
d = -.32), autonomy (t(197) = -2.38, p < .05, d = .17), competence (t(197) = -2.78, 
p < .05, d = .20), resilience (t(197) = -4.69, p < .05, d = .30), and employed or in school 
(McNemar’s test = p < .05, φ = .38). Participants showed a decline across time on 
satisfaction with social relations (t(193) = 2.140, p < .05, d = -.14). 
Repeated measures ANOVA
Table 2 presents the results of the repeated measures analyses. We found significant 
time effects for quality of life, satisfaction with family, satisfaction with finances, 
satisfaction with health, autonomy, competence and resilience, indicating that all 
participants improved over time on these outcomes, regardless of the condition. 
Significant time effects were also found for depression, amount of care needs and 
satisfaction with social relations, meaning that all participants decreased over time on 
these outcomes, regardless of group. Next to the effects of time, significant differences 
were found between the intervention and control group only on quality of life. This 
indicates that at both time points the participants receiving Houvast had higher scores on 
quality of life. However, they did not improve more than the control condition, given 
the insignificant time by group interaction. The same result was found for satisfaction 
with finances, satisfaction with health, autonomy and resilience, participants in the 
Houvast condition showing better scores both at baseline and at follow-up, but not 
showing more improvement than participants in the control condition.
Logistic regression analysis
Table 3 presents the results of the logistic regression. The results indicate that if 
participants drank alcohol and used soft drugs at baseline there was a higher 
probability that they also drank alcohol (95% CI 0.14 – 0.63) and used soft drugs (95% 
CI 0.41 -0.24) respectively at follow-up measurement. Furthermore, if participants 
were employed or in school at baseline, there was a higher probability that they were 
also be employed or in school at follow-up (95% CI 0.07 – 0.71). The effect of Houvast 
was not significant on any of the four categorical outcomes at the follow up. In 
addition, the effect of the interaction (T0*Houvast) was not significant, indicating 
that the probability that participants receiving Houvast used alcohol, soft drugs, hard 
drugs or that they were in school or employed at follow-up measurement was not 
higher than for participants receiving care-as-usual.
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Additional analyses for finishing care before the follow-up measurement
As 77.3% of the participants ended care at an earlier stage, we ran additional analyses 
to test whether a) the intervention and control group differed on amount of 
participants who ended care before the follow-up measurement and b) in their 
reasons for ending care at an earlier stage. In the intervention condition a higher 
proportion of homeless young adults (58.8%) were still receiving care at the time of 
the follow-up measurement compared to those in the control condition (41.2%) (X2(1) 
= 5.88, p < .05, φ = .16). Table 4 presents these differences between both groups in 
percentages. Of those participants who ended care at an earlier stage, there are 
differences between the intervention and control group on reasons for finishing care 
(X2(3) = 11.78, p < .05, φ = .26). In the intervention group, a higher proportion of 
homeless young adults successfully completed the trajectory, a lower proportion 
Table 2   Results of the repeated measures ANOVA for the continuous outcome 
measures
time Houvast time*Houvast
Outcome measures F(1,249) ηp2 F(1,249) ηp2 F(1,249) ηp2
Quality of life 73.62 .23*** 5.38 .01* 0.17 .00
Satisfaction with social 
relations
4.88 .02**** 1.27 .01 0.52 .00
Satisfaction with family 
relations
31.42 .11*** 2.03 .01 0.52 .00
Satisfaction with finances 51.93 .17*** 11.11 .04*** 0.22 .00
Depression 11.92 .05*** 3.69 .02 0.00 .00
Anxiety 0.50 .02** 0.03 .00 1.86 .01
Somatization 1.95 .01 0.14 .00 0.12 .00
Satisfaction with health 7.61 .03** 6.45 .03* 0.17 .00
Care needs 27.57 .10*** 0.34 .00 0.79 .00
Autonomy 4.91 .02* 3.98 .02* 1.20 .01
Competence 6.75 .03** 2.30 .01 1.30 .01
Relatedness 0.80 .00* 2.36 .01 1.62 .01
Resilience 30.18 .11*** 6.79 .03** 0.35 .00
* p ≤ .05 **p ≤ .01 *** p ≤ .001
Note. Analyses were carried out on the 20 imputed datasets; presented estimates are based on the 
average scores over the 20 datasets
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of homeless young adults dropped out of care, and a lower proportion moved 
or transferred their care to another care provider compared to those receiving 
care-as-usual.
Table 3   Results of the logistic regression analyses for the categorical outcome 
measures
Outcome 
at T0
Houvast Outcome  
at T0*Houvast
Outcome at T1 OR 95% CI OR 95% CI OR 95% CI
Employed or in School 0.26 *** [0.07, 0.71] 1.65 [0.78, 3.51] 0.44 [0.11, 1.69]
Use of alcohol 0.29 ** [0.14, 0.63] 1.47 [0.68, 3.11] 1.12 [0.36, 3.54]
Use of soft drugs 0.09 *** [0.41, 0.24] 1.12 [0.43, 3.12] 0.91 [0.25, 3.35]
Use of hard drugs 0.47* [0.14, 1.57] 1.39 [0.51, 3.79] 0.35 [0.07, 1.86]
* p ≤ .05. **p ≤.01. *** p ≤ .001
Note. OR = Odds ratio, CI = Confidence interval, T0 = baseline, T1 = follow-up. The reference group for 
employed or in school is ‘being employed or in school’ and for substance use is ‘using alcohol, soft 
drugs or hard drugs’.
Table 4   Reasons for homeless young adults to finish care within six months after 
baseline measurement (%)
Houvast  
(n = 69)
Care-as-usual  
(n = 105)
Reasons for finishing care 
Successfully completed the trajectory 56.5% 35.2%
Dropped out of care 26.2% 41.9%
Moved or transferred care to another care provider 14.5% 22.9%
Other 2.9% 0%
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Discussion and Application to practice
The present study contributes to the few existing intervention studies for homeless 
young adults by examining the effectiveness of a strengths-based intervention in ten 
Dutch shelter facilities for homeless young adults receiving ambulatory or residential 
care. The results showed that homeless young adults in general improved on quality 
of life, satisfaction with family relations, satisfaction with finances, satisfaction with 
health, depression, autonomy, competence and resilience. In addition, homeless 
young adults had fewer care needs and a higher percentage was employed or in school 
at follow-up. Contrary to our expectation, all homeless young adults showed a decline 
on satisfaction with social relations. No significant differences were found between 
the intervention and the control group between baseline and follow-up measurements 
on all outcomes. However, a higher proportion of homeless young adults receiving 
care according to Houvast was still receiving care at the time of follow-up measurement 
compared to those receiving care-as-usual. In addition, a lower proportion of homeless 
young adults who received care according to the Houvast intervention dropped out 
of care and a higher proportion positively completed the trajectory. 
 Our study showed that in general homeless young adults show improvements 
when receiving care. Comparing the present results with other studies is difficult 
because the strengths-based approach  has not yet been tested on its effectiveness 
in homeless young adults. Nevertheless, our findings are to a large extent consistent 
with previous studies showing that homeless young adults benefit from service 
provision. Previous studies among homeless youth receiving case management in a 
drop-in center found improvements on psychological distress and substance use over 
a 12-month period (Slesnick et al., 2008), and improvements on substance abuse, 
depression, social stability, internalizing and externalizing problems and emotion and 
task oriented coping over a 6-month period (Slesnick et al., 2007). Further, a previous 
study among homeless youth using shelter or crisis services found positive six-week 
effects for: and a significant decrease in days on the run; school suspension and/or 
detention; being sexually active or not; perceived family support; self-esteem and 
employment (Thompson et al., 2002). A remarkable finding in the present study is 
that homeless young adults’ satisfaction with social relations declined even though 
shelter facilities paid much attention to building and maintaining a social network. 
Possibly, due to receiving care, homeless young adults became more conscious of 
their current social network mostly consisting of other homeless people and 
discovered that the support provided by them does not satisfy their true needs and 
sometimes pose significant risks to their well-being (Wenzel et al., 2012). Furthermore, 
often permission was required to have friends over at the shelter facility. Consequently, 
homeless young adults could be reluctant to invite friends or other acquaintances to 
the shelter facility. 
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 Our study  showed that homeless young adults who received care according to 
the Houvast intervention did not show more improvements compared to those 
receiving care as usual. What possible explanation can be given for this result? At 
first, it could be that the effects of Houvast will become evident in the long run. The 
results showed that none of the shelter facilities achieved a sufficient fidelity score. 
Shelter facilities obtained a sufficient score on three indicators and professionals are 
still learning to adhere to the model. One of the reasons for the low fidelity is that a 
comprehensive approach is needed when implementing Houvast. Such an approach 
should include building an infrastructure that supports the implementation and 
maintenance of the Houvast intervention over time, making financial resources 
available and ensuring supportive leadership for organizations to adopt the strengths-
based approach and for taking the necessary measures to make that happen (e.g., 
investing in supervision). More information on the fidelity assessment of the Houvast 
intervention and suggestions on how to improve fidelity can be found in previous 
work (Krabbenborg, Boersma, Beijersbergen, et al., 2013; Krabbenborg, Boersma, 
Beijersbergen, et al., 2015). The insufficient model fidelity score may explain why no 
differences were found between the homeless young adults in the intervention and 
control group. As described earlier, the strengths-based approach has been 
demonstrated to be effective (Rapp & Goscha, 2011). Also, previous studies showed 
that, in case of an effective intervention, higher fidelity scores produce better client 
outcomes (Blakely et al., 1987; Bond et al., 2000; Cuddeback et al., 2013; Drake et al., 
2001; Fukui et al., 2012; McGrew et al., 1994; McHugo et al., 1999; Teague et al., 
1998). Therefore, the low fidelity ratings may be due to the timing of the fidelity 
assessment. The fidelity assessment was performed six months after the introduction 
of Houvast and the trainings of professionals. Despite provision of intensive trainings 
and the enthusiastic responses from professionals, this half year period probably 
was too short for professionals to fully adopt the Houvast intervention.
 A second explanation for not finding an effect of Houvast could be that the 
strengths-based approach has gained enormous popularity in recent years. Some 
shelter facilities in the control group indicated that they used some principles of the 
strengths-based approach. Although these shelter facilities did not receive training in 
Houvast, were not familiar with the theoretical framework of Houvast and did not use 
the tools of the Houvast intervention, it was unethical to forbid shelter facilities to 
use strengths-based principles. This could have led to having shelter facilities in the 
intervention and control group with too much similar characteristics resulting in not 
finding differences between the two groups. 
 Third, based on the fact that homeless young adults in general showed 
improvements, it may also be that shelter facilities in the Netherlands in general 
provide high-quality care to homeless young adults. Despite the financial crisis in 
recent years, that also affected shelter facilities, homeless young adults still could 
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get help from well-educated professionals working in shelter facilities paid by the 
government.
 Although shelter facilities in the intervention group did not achieve model fidelity 
and results of homeless young adults in the intervention group were not distinctive 
from those in the control group, it seems that working according to Houvast does 
have an influence on how successfully a trajectory is completed. The percentage of 
service utilization at follow-up among homeless young adults who received care 
according to Houvast was higher compared to those receiving care-as-usual (58.8% 
versus 41.2%). This corresponds with previous studies among substance users who 
found that strengths-based case management contributed to treatment retention 
and, in turn, to less drug use (Rapp, Siegal, Li, & Saha, 1998; Siegal et al., 2002; Siegal, 
Rapp, Li, Saha, & Kirk, 1997). Also, other studies among (homeless) substance users 
demonstrated that longer service utilization is associated with enhanced long-term 
outcomes (e.g. quality of life, client satisfaction) (Brunette, Drake, Woods, & Hartnett, 
2001; Grella & Stein, 2006; Vanderplasschen, Wolf, Rapp, & Broekaert, 2007). Thus, in 
these studies treatment duration appeared to be an essential element of successful 
treatment because longer stays provide the ability to learn skills to maintain 
abstinence and more flexibility in the transition back to the community (Brunette et 
al., 2001). Whether longer service utilization among homeless young adults in the 
intervention condition results in enhanced long-term outcomes cannot be concluded 
and would be interesting for future research. However, it seems likely that 
professionals already made small steps towards  becoming a co-participant in the 
recovery process of a homeless young adult rather than an expert (Cox, 2001; Itzhaky 
& Bustin, 2003) and that homeless young adults and professionals already benefited 
from the small improvements professionals have made.
 This study expands on the current available literature on intervention studies for 
homeless young adults because no previous study presented results of a strengths-
based intervention before. Further, we used a randomized cluster controlled trial 
making this a methodologically strong study. Despite the use of this design this study 
has some limitations. Because homeless young adults left the shelter facility at 
different time points, the duration of exposure to Houvast or care-as-usual was not 
equal for each homeless young adult. Controlling for this variable was not possible 
because interpreting ‘duration of exposure’ is impossible. A long or short exposure 
can be explained in either a positive or negative way depending on the reasons for 
finishing care. For instance, a short duration of exposure could mean that homeless 
young adults left the shelter facility because they achieved their goals early. On the 
other hand, it could also be that homeless young adults were forced to leave the 
shelter facility, for example because they violated the rules of the shelter facility. 
Secondly, we asked the contact person in each shelter facility for the reason of ending 
care of each homeless young adult after the data collection was finished. Subsequently, 
Processed on: 4-10-2016
505620-L-bw-Krabbenborg
96
CHAPTER 4
we categorized the given reasons for further analyses. This retrospective way of 
collecting data could have led to less reliable answers given by the contact persons 
because they had to retrieve information from more than one year ago in some cases. 
 For future research, it would be interesting to make a distinction between four 
different subgroups: homeless young adults receiving ambulatory care while being 
housed, homeless young adults receiving ambulatory care while not being housed 
(i.e. living on the streets or sleeping with friends and receiving ambulatory care for 
only a few hours a week), homeless young adults receiving residential care and 
homeless young adults who are not receiving any care (though the latter is hard to 
achieve in The Netherlands). In the present study homeless young adults receiving 
ambulatory care while being housed and not being housed were combined. Due to 
loss of power it was not possible to distinguish between two different variants of 
ambulatory care in the present study. As already proven among housed homeless 
adults (i.e. young adults who live with their family) in a previous research by Wolf, 
Burnam, Koegel, Sullivan, and Morton (2001), their overall quality of life and 
satisfaction with housing, leisure and money improved better than non-housed 
homeless adults. Furthermore, future research should focus on long-term effects of 
the Houvast intervention and care in general and investigate the job satisfaction 
among professionals. A positive approach in organizations could lead to more job 
satisfaction among employees and higher motivation to innovate improvements in 
their work (Seligman & Csikszentmihalyi, 2000). 
 The present study is the first to report on the effectiveness of a strengths-based 
intervention among homeless young adults in shelter facilities. The results suggest 
that homeless young adults benefit from service provision in general regardless 
whether they had received care according to Houvast or care-as-usual. Further, 
dropping out of care is less likely and a positive completion of the trajectory more 
likely when homeless young adults receive care according to Houvast compared to 
care as usual. However, conclusions about the effectiveness of the Houvast 
intervention are difficult to achieve because of low fidelity scores in shelter facilities 
who worked according to Houvast. Much needs to be done for attaining model 
fidelity of Houvast in these shelter facilities. Further research on the effectiveness of 
Houvast is needed after sufficient model fidelity has been achieved to improve the 
living situation of these vulnerable young adults.
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Abstract 
The self-determination theory emphasizes the importance of satisfaction with 
autonomy, competence and relatedness for a person’s psychological growth and 
well-being. This study examines associations between autonomy, competence and 
relatedness with quality of life in homeless young adults; and whether possible 
associations are  mediated by psychological distress and perceived social support. By 
means of face-to-face interviews, 255 homeless young adults who receive care from 
ten Dutch shelter facilities for homeless young adults have been  interviewed (M age 
= 20, 77% male, 51% Dutch Nationality) shortly after entering the facility. Autonomy, 
competence and relatedness are all associated with quality of life, with competence 
as the highest correlate. Psychological distress mediates both competence and 
autonomy, and social support mediates competence as well as relatedness. These 
findings emphasize the importance of  intervention programs for homeless young 
adults, focusing on the enhancement of self-determination, especially competence, 
to improve their quality of life.  
Keywords: 
Homeless young adults, self-determination theory, quality of life, psychological 
distress, perceived social support.
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Introduction 
The quality of life of homeless young adults is low compared to young adults from the 
general population (Bearsley & Cummins, 1999; Hubley et al., 2014) as they suffer 
from a wide range of problems, such as poor psychological (Noom & de Winter, 2001; 
Unger, Kipke, Simon, Montgomery, & Johnson, 1997; Whitbeck et al., 2000) and 
physical health, including infectious diseases and substance abuse (Adlaf & Zdanowicz, 
1999). In addition, approximately 30% of homeless young adults appear to have an 
intellectual disability (Korf et al., 1999; van der Laan et al., 2013). Furthermore, many 
have very few  resources to enable them to participate in society; for example no 
stable housing, low levels of education, no or low steady income and a lack of 
employment, safety and security (Beijersbergen et al., 2008; Jansen, Wolf, et al., 
2007). Many homeless young adults  have grown up in hostile environments 
characterized by neglect, abuse or family conflicts (Slesnick et al., 2009; Thompson, 
Bender, Windsor, Cook, & Williams, 2010; Whitbeck et al., 2000) and most of them 
still experience limited support from their social network ( Wolf, Altena, Christians 
et al., 2010). Sometimes counterproductive and abusive relationships are maintained 
due to the difficulty they experience in developing healthy relationships (Barker, 
2014; Thompson et al., 2006). Having to live on the street forces homeless young 
adults to develop skills in order to survive on their own and this results in having to 
invest disproportionately in their ability to look after themselves and to take control of 
their lives, at the expense of normal age- appropriate educational and social activities 
(Barker, 2014; Thompson et al., 2006). Survival also places a heavy emphasis on being 
cautious of others, such as professionals (Kidd, 2003; Thompson et al., 2006). 
Homeless young adults often feel excluded from society, which can result in  their 
believing that they are not competent enough to maintain themselves in that society 
(Brueckner, Green, & Saggers, 2011). Their troubled history and challenging living 
situation contribute to their psychological health problems and their limited social 
support, which both negatively influence their quality of life (Bearsley & Cummins, 
1999; Hubley et al., 2014; Johnson et al., 2005; Lam & Rosenheck, 2000). Despite the 
hardships and extreme living conditions homeless young adults show remarkable 
resilience, as the available research suggests that three quarters of these young 
adults are able to make a successful transition out of homelessness (Kipke, Unger, 
O’Connor, Palmer, & LaFrance, 1997). Homeless young adults’ personal strengths and 
resources, and their ability to learn from their difficult experiences, appear to be 
crucial factors in a successful transition (Bender et al., 2007; Lindsey et al., 2000; 
Werner & Smith, 1992).
 In the Netherlands there are approximately 9000 homeless young adults, but this 
number appears to be increasing (Brummelhuis & Drouven, 2011). There is a strong 
need for high quality service provision for this specific group, preferably through 
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integrated and evidence-based interventions. In the Netherlands, both homeless 
young adults and professionals have expressed the need to improve the quality of 
care for homeless youth. However, research on this topic is scarce and no compelling 
evidence exists for effective interventions for this group (Altena, Brilleslijper-Kater, 
et al., 2010). In addition, in January 2015 a major decentralization of tasks and 
 responsibilities was introduced regarding welfare, youth care and participation. This 
was moved from central government to local municipalities in the Netherlands 
(Schalk, Reijnders, Vielvoye, Kouijzer, & de Jong, 2014). Nowadays, municipalities are 
in charge of helping citizens to find work and stay employed. In addition they are 
responsible for developing and maintaining a seamless system of integrated youth 
care and supporting the self-reliance of vulnerable citizens, such as homeless young 
adults. The general aim of this major decentralisation process is to make more use of 
personal strengths, support and resources in the community. As regards homeless 
young adults, local social policies currently focus on the prevention of youth 
homelessness. For those young adults who have become homeless, the focus is on 
outreach and practical support in the community and (re)activating and maintaining 
their social networks. This includes the involvement of important members of the 
community in the areas of education, work and housing.
 Efforts to improve homeless young adults’ quality of life are important given the 
often extreme social deprivation of homeless young adults and their difficulty in both 
holding their own in society and in establishing lasting, trustful relationships 
(Thompson et al., 2006). Quality of life is an important indicator of how homeless 
young adults experience their living situation (Hubley et al., 2014; Lehman, 1988). It 
puts emphasis on one’s subjective perception of life instead of objective experiences. 
In addition, in social policies as well as in research and monitoring schemes, quality of 
life is most often considered as an important outcome of effective interventions for 
homeless youth (Al Shamma et al., 2015). Moreover, quality of life is associated with 
different positive outcomes such as psychological well-being and independent 
housing (Hubley et al., 2014; Wolf et al., 2001). Higher levels of relatedness are also 
predictive for higher levels of quality of life (Al Shamma et al., 2015). Thus, quality of 
life is a useful and important measure when conducting (intervention) studies among 
homeless young adults.
 The self-determination theory (Ryan & Deci, 2000b) provides a theoretical 
framework for the enhancement of psychological well-being. As psychological 
well-being is associated with quality of life (Proctor, Linley, & Maltby, 2009; Ryff & 
Keyes, 1995) and quality of life in turn, is an important indicator of homeless young 
adults’ experience of  life (Hubley et al., 2014; Lehman, 1988), the self-determination 
theory seems a relevant framework for the study of quality of life in homeless young 
adults. According to this theory, three basic psychological needs contribute independently 
to, and should be satisfied for, an ongoing experience of psychological well-being: 
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the experience of autonomy, competence and relatedness (Deci & Ryan, 2000, 2008). 
According to Ryan and Deci (2000b) these predictors of self-determination are 
important  for individuals of all age groups. Feeling autonomous refers to acting  of 
your own volition, having a sense of choice and endorsement in the activities one 
performs. Feeling competent refers to the perception that one’s actions result in the 
intended outcomes and effects. Relatedness refers to having a sense of belonging 
and feeling connected to others. These three needs are proposed as  the essential 
requirements for a person’s psychological growth (Ryan & Deci, 2000b). Experiencing 
autonomy, competence and relatedness depends among other things on the social 
environment people live in (Deci & Ryan, 2000). People experience a significant 
psychological disadvantage when they have to stay in situations that consistently 
block their self-determination, as is the case among those who have experienced 
parental rejection and punitive parenting environments, such as many homeless young 
adults have. On the other hand, people experience psychological well-being when 
they reside in supportive and safe social environments that satisfy their basic needs. 
 This study aims to examine how homeless young adults’ basic psychological 
needs are associated with their quality of life. Although several studies mentioned 
the importance of self-determined behavior in the recovery process of homeless 
young adults (Bender et al., 2007; De Winter & Noom, 2003; Thompson et al., 2004), 
no study up till now has investigated associations between the three basic 
psychological needs and / or quality of life in this population. In addition, we will 
explore the extent to which possible associations between autonomy, competence 
and relatedness on the one hand and quality of life on the other hand are mediated 
by psychological distress and perceived social support. In young adults in general, 
psychological distress is influenced by lack of self-determination (Julien, Guay, 
Senécal, & Poitras, 2009) and addressing this issue is consistently shown to be a 
strong precursor to improvement of quality of life in homeless young adults (Proctor 
et al., 2009; Ryff & Keyes, 1995). Psychological distress is  considered a serious 
problem because it is associated with several adverse factors, such as substance 
abuse, conduct problems and sexual risk behavior in homeless young adults 
(Elkington, Bauermeister, & Zimmerman, 2010; Whitbeck et al., 2000). In addition, 
the day-to-day stress that these young adults experience, such as witnessing violence 
or coercive interactions, may create additional psychological symptoms or add 
related co-morbid symptoms to existing disorders (Hodgson, Shelton, van den Bree, 
& Los, 2013; Whitbeck et al., 2000). Social support is a key source of protection for 
homeless young adults (Bender et al., 2007; Johnson et al., 2005; Thompson et al., 
2004) as it may reduce the negative effects of a stressful life  (Unger et al., 1998) and can 
prevent enduring homelessness (Tavecchio, Thomeer, & Meeus, 1999). Furthermore, 
social support appears to be very important for homeless young adults’ process of 
recovery and social participation. This support may compensate for their still insufficient 
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capacity for self-regulation and can be used as a source to enable them to become 
more self-reliant (Wolf, 2012b). Also, social support, since the decentralization of 
responsibility in the Netherlands, is even more important as homeless young adults 
need to build and use their social network.
 The results of this study may be beneficial for the development or adaptation of 
existing interventions for homeless young adults. If positive associations between, 
for instance, experiencing autonomy, competence and relatedness and quality of life 
were found, intervention programs could focus on strengthening these basic needs. 
The research questions of this study are twofold. 1) Can experiencing autonomy, 
competence, and relatedness be associated with improved quality of life in young 
homeless adults shortly after entering a shelter facility? 2) Are these possible 
associations mediated by psychological distress and perceived social support? We 
expect on the basis of the self-determination theory and previous research that the 
experience of each basic psychological need is independently related to a higher 
quality of life. Further, the experience of autonomy, competence and relatedness are 
expected to be associated with lower levels of psychological distress and more 
perceived social support. Lower levels of psychological distress and more perceived 
social support are therefore expected to be associated with a higher quality of life, 
and to mediate the relationship of autonomy, competence and relatedness with 
quality of life.
Method
Design
For our study, we used the baseline data from a cluster randomized controlled trial on 
the effectiveness of a strengths based method for homeless young adults, called 
‘Houvast’ (Dutch for ‘grip’) (Krabbenborg, Boersma, & Wolf, 2013). This study was 
conducted among ten Dutch shelter facilities which provide ambulant or residential 
care to homeless young adults,  aged 18 and older. Informed consent was obtained 
from all individual participants included in the study. This study complies with the 
criteria for studies that have to be approved by an accredited Medical Review Ethics 
Committee, region Arnhem-Nijmegen. Upon consultation, the Ethics Committee 
stated that due to the behavioral character of the intervention, the study was exempt 
from formal review (registration number 2011/260). 
Participants and procedure
Shelter facilities for homeless young adults were included in the study if they met the 
following inclusion criteria: they were aimed at (a) delivering ambulant and/or 
residential care to homeless young adults (not specifically at teenage mothers or in 
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general to homeless adults), (b) provision of care to at least 15-20 homeless young 
adults per year, (c) provision of care for an average period of at least three months 
consecutively. In total, we contacted 35 shelter facilities for homeless young adults 
and invited them to visit an introductory meeting on the study. Of those 35 shelter 
facilities, 17 did not show any interest in the study and eight did initially but eventually 
chose not to participate due to financial restrictions, implementation of other 
methods, involvement in other studies or internal reorganization. We observed no 
differences between participating and non-participating shelter facilities with respect 
to location or whether they provided ambulant or residential care at the time of 
recruitment.
 Homeless young adults were recruited from the ten participating shelter facilities 
in the study that met the following inclusion criteria: (a) not living with their parents 
while receiving care; and (b) required care for more than two weeks. The contact 
person and the professionals of each shelter facility were familiar with the inclusion 
criteria. The professionals working in the shelter facilities registered all homeless 
young adults at the time of entering the shelter facility and approached them to 
participate in the study. In total, 393 homeless young adults were approached, of 
whom 142 (36,1%) were not interviewed for the following reasons: (a) they had 
already left the shelter facility before an interview appointment could be made (14%); 
(b) they had no interest in the study (10%); (c) they would rather spend time on other 
activities, such as spending time with friends (5%); and (d) unknown reasons (50%). 
After participants agreed to take part, the professional or contact person of each 
shelter facility provided the researcher with contact information for these potential 
participants. The researcher subsequently scheduled an interview appointment. We 
aimed to administer the baseline interview within two weeks. The homeless young 
adults received €10 for participating in the baseline interview. The data was collected 
between December 2011 and May 2013. 
 Face-to-face interviews were administered by trained research assistants who 
had experience or an affinity with working with vulnerable people. All structured 
interviews lasted approximately 90 minutes. We used a variation of a multiform 
design (Little & Rhemtulla, 2013) by using two questionnaires (form 1 and 2) in which 
the content was identical but in which the questions were asked in a different order.
Measurements
Several demographic and background characteristics were collected, such as: age, 
gender and ethnicity (Dutch/Surinamese/Moroccan/Turkish/other). Educational level 
was divided into four categories: lowest (did not complete or only completed primary 
school); low (pre-vocational secondary education or lower secondary vocational 
education); intermediate (higher secondary vocational education, senior general 
secondary education, pre-university); to high (higher professional education or 
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university education). The Hayes Ability Screening Index (HASI) (Hayes, 2000) was 
used to get an indication of whether a homeless young adult had a suspected 
intellectual disability (IQ < 70). Furthermore, 20 reasons for leaving home were 
provided and homeless young adults had to indicate whether or not each of these 
reasons had contributed to leaving home prematurely (yes/no), for example, physical 
abuse, alcohol abuse by parent(s) and bad relationship with (step)mother. 
 Quality of life was measured with the brief Dutch version of the Lehman Quality 
of Life Interview (Lehman, 1988; Lehman et al., 1995; Wolf, 2007). The response scale 
ranged from terrible (1) to delighted (7). Quality of life was measured with the 
participants being asked an identical question twice: “how do you feel about your life 
in general?”. This question was asked at the beginning and at the end of each 
interview. Higher scores reflected a higher quality of life. The Cronbach’s α in our 
study was .74. 
 The basic psychological needs scale (Deci & Ryan, 2000) was used to measure the 
theoretical concept of self-determination. The scale consists of three subscales: 
autonomy, competence and relatedness. An example of the autonomy subscale is: “I 
feel like I can decide for myself how to live my life”. An example of the competence 
subscale is: “I often do not feel very capable”. An example of the relatedness subscale 
is: “I really like the people I interact with”. Each subscale reflects the extent to which 
people experience fulfillment of that particular psychological need. Homeless young 
adults were asked to indicate their agreement with the 21 items on a 7-point Likert 
scale that ranges from 1 (not true at all) to 7 (definitely true). In this study the 
Cronbach’s α of the three subscales were .62 for autonomy, .58 for competence and 
.75 for relatedness. 
 The Brief Symptom Inventory (BSI-53) was used to assess psychological distress 
(De Beurs & Zitman, 2005; Derogatis, 1975, 1993). The BSI consists of 53 items, 
covering nine symptom dimensions and a general scale of psychological distress. 
Items are  measured on a 5-point Likert scale that ranges from 0 (not at all) to 4 
(extremely). The Cronbach’s α of the general scale used in this study was .96.
 Perceived social support was also measured with the brief Dutch version of the 
Lehman Quality of Life Interview (Lehman, 1988; Lehman et al., 1995; Wolf, 2007). 
The scale consists of three items. An example of an item is: “How do you feel about 
the people you see socially?” Cronbach’s α in our study was .70.
Participants
The study sample consisted of 255 homeless young adults (67.8% male). Their age 
ranged from 17 to 26 years (M age = 20.1 SD = 1.8) and about half of them had Dutch 
nationality (51.0%). Their educational level ranged from lowest (32.1%), through low 
(42.9%) and intermediate (24.6%) to high (0.4%). In total, 29.0% of the homeless 
young adults had a suspected intellectual disability. Most common reasons for leaving 
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home were family conflicts (65.9%), bad relationship with (step)mother (45.9%) or 
(step)father (40.0%), financial problems (38.8%) and emotional abuse (35.7%). At the 
time of the interview, 25.5% (n = 65) of the homeless young adults received ambulant 
care and 74.5% (n = 190) received residential care.
Data Analyses
Before conducting analyses, we screened our data on missing values, outliers, multi-
collinearity and distribution of the data. We had only one missing value, on perceived 
social support. There was no multicollinearity as the highest variance inflation factor 
(VIF) was 1.83 and the lowest tolerance statistic was 1.32 which was far below the 
suggested cutoff of 10 (Menard, 2002; Myers, 1990). The assumptions of normality 
were violated by psychological distress (Skewness = 1.32, SE = .15, Kurtosis = 1.52, SE 
= .30) and perceived social support (Skewness = -1.36, SE = .15, Kurtosis = 2.30, SE = 
.30), however, based on the large enough sample size we decided not to transform 
these variables (Tabachnick & Fidell, 2001).   
 We tested whether psychological distress and perceived social support mediated 
the relationships between autonomy, competence and relatedness on the one hand 
and quality of life on the other hand, using Hayes procedure (Preacher & Hayes, 2004) 
to test for indirect effects in SPSS 21. The dependent variable was quality of life, and 
the independent variables were autonomy, competence and relatedness (controlling 
for the influence of each on one another). Psychological distress and perceived social 
support were included as mediators. We investigated the direct, indirect and total 
effects and we only interpreted indirect effects after the total effect was significant 
or when the total effect was not significant but the direct and indirect effects were 
significant and had opposite signs.
Results
Means, standard deviations and Pearson correlations of the measurements are 
presented in Table 1. On average, homeless young adults rated their general quality 
of life as ‘equally dissatisfied, satisfied’ or ‘mostly satisfied’ (M = 4.55 and SD = 1.24). 
Regarding their perception of self-determination, homeless young adults were 
roughly equally satisfied with autonomy (M = 4.94, SD = .88) and competence (M = 
4.82 and SD = .90) and most were satisfied with relatedness (M = 5.31 and SD = .84). 
Their level of psychological distress was high (M = 0.82, SD = .63). According to Dutch 
norm scores for young adults between 18 and 29 years: 39.9% of the men and 58.5% 
of the women scored above the norm (high for men = 0.69 – 1.17, high for women = 
0.69 – 1.55). Homeless young adults were ‘mostly satisfied’  or  ‘pleased’ with their 
perceived social support (M = 5.63 and SD = .98).
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 We examined Pearson correlations to test whether autonomy, competence, 
relatedness and quality of life were related. The correlations showed that homeless 
young adults’ autonomy, competence and relatedness were positively associated 
with quality of life (autonomy, r = .36, p < .001; competence, r = .39, p < .001; 
relatedness, r = .34, p < .001). In addition, psychological distress was negatively 
associated with quality of life (r = -.53, p < .001), and perceived social support was 
positively associated with quality of life (r = .42, p < .001). The satisfaction with 
autonomy, competence and relatedness was negatively associated with psychological 
distress (autonomy, , r = -.49 p < .001; competence; r = -.48, p < .001; relatedness, 
r = -.38, p < .001) and positively associated with perceived social support (autonomy, 
r = .39 p < .001; competence; r = .42, p < .001; relatedness, r = .59, p < .001).
The second aim of the study was to test whether psychological distress and perceived 
social support mediated the relationship between self-determination (autonomy, 
competence, relatedness) and quality of life. Table 2 presents the results of the 
mediation analysis and figure 1 displays the model that was estimated. Results 
indicate that competence had an indirect effect on quality of life through both 
psychological distress (estimate = .12, SE = .04, CI = .06 - .21) and perceived social 
support (estimate = .04, SE = .02, CI = .01 – .11). So, higher levels of competence were 
related to less psychological distress and to more perceived social support. Lower 
levels of psychological distress and more satisfaction with perceived social support 
resulted in a higher quality of life. Furthermore, autonomy had an indirect effect on 
quality of life through psychological distress (estimate = .14, SE = .04, CI = .07 - .24). 
Thus, the more autonomous homeless young adults were, the less psychological 
distress they experienced and in turn, the higher the quality of life. Finally, a significant 
Table 1   Means, Standard Deviations and Bivariate Correlations among  
the Study Variables 
1 2 3 4 5 6 M SD
1. Autonomy - 4.94 .88
2. Competence .58*** - 4.82 .90
3. Relatedness .50*** .47*** - 5.31 .84
4. Psychological distress -.49*** -.48*** -.38*** - 0.82 .63
5. Perceived social support .39*** .42*** .59*** -.40*** - 5.63 .98
6. Quality of life .36*** .49*** .34*** -.53*** .42*** - 4.55 1.24
Note. *** p < .001
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indirect effect on quality of life was found for relatedness, through perceived social 
support (estimate = .14, SE = .06, CI = .03 - .28). Relatedness was positively associated 
with perceived social support, which in turn was associated with a higher quality of 
life. 
 The total variance in quality of life explained by the collective set of independent 
variables was 38.0%. The total explained variance of psychological distress and 
perceived social support by autonomy, competence and relatedness was 30.7% and 
37.7% respectively.
Table 2   Direct, indirect and total effects for autonomy, competence and 
relatedness with quality of life 
Variable Direct effect
estimate SE 95% CI  
Autonomy -.03 .10 -.22 −  .16
Competence .39 .09 .21 −  .57
Relatedness -.05 .10 -.24 −  .15
Indirect effect via psychological distress
estimate SE 95% CI  
Autonomy .14 .04 .07 −  .24
Competence .12 .04 .06 −  .21
Relatedness .06 .03 -.00 −  .13
Indirect effect via perceived social support
estimate SE 95% CI  
Autonomy .01 .02 -.02 −  .06
Competence .04 .02 .01 −  .11
Relatedness .14 .06 .03 −  .28
Total effect
estimate SE 95% CI  
Autonomy .12 .10 -.08 − .32
Competence .55 .10 .36 −  .74
Relatedness .15 .10 -.04 −  .34
Note. Bold indicates significant effect. CI = confidence interval.
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Discussion
This is the first study of  homeless young adults to examine the association between 
autonomy, competence, and relatedness on the one hand and quality of life on the 
other hand. We found positive univariate associations between autonomy, competence, 
relatedness and quality of life. Thus, homeless young adults who experience more 
autonomy, competence and relatedness  were shown  to have a higher quality of life 
shortly after entering the shelter facility. Mediation analyses also showed that 
autonomy is indirectly associated with quality of life through psychological distress. 
Furthermore, the relationship between competence and quality of life was shown to 
be mediated by both psychological distress and perceived social support, and 
relatedness was indirectly associated with quality of life through perceived social 
support. 
 Although the present results cannot be compared with previous studies among 
homeless young adults as no previous results  on  the experience of self-determina-
tion are available, the results of this study are, to a large extent, consistent with 
studies among children, adolescents and young people from the general population 
Figure 1   Path coefficients showing direct relations between autonomy, competence 
and relatedness and perceived social support, psychological distress and 
quality of life. Dotted lines indicated non-significant paths.
Note. All paths are standardized coefficients and bootstrap standard errors of the parameters estimates 
are shown in parentheses. * p < .05, ** p < .01, *** p < .001
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(Leversen, Danielsen, Birkeland, & Samdal, 2012; Reis, Sheldon, Gable, Roscoe, & 
Ryan, 2000; Uysal, Lin, & Knee, 2009; Véronneau, Koestner, & Abela, 2005). Our 
results have shown that as quality of life is  most strongly influenced by competence, 
this tends to be the most important psychological need for the quality of life in 
homeless young adults. Some studies among adolescents also found the highest 
correlation between competence and life satisfaction (Leversen et al., 2012), and 
found competence to be predictive for concurrent and future levels of well-being 
(Véronneau et al., 2005). This is probably why many prevention and intervention 
programs for youth have focused on strengthening competence skills (Catalano, 
Berglund, Ryan, Lonczak, & Hawkins, 2004). Further, in a previous study among 
students it was found that the experience of relatedness was only associated with 
positive levels of well-being, such as feeling pleased or happy, whereas negative 
levels of well-being, such as feeling depressed or angry, were not associated with 
relatedness (Reis et al., 2000). In the present study, we only measured psychological 
distress, a negative measure of psychological well-being. Possibly, an association 
between relatedness and well-being will be found when including positive measures 
of psychological well-being.  
 The self-determination theory postulates that the fulfillment of self-determination 
contributes to psychological well-being and applies to individuals of all age groups. 
Although the present study has shown that the experience of relatedness does not 
independently contribute to psychological distress, it still implies that becoming 
self-determined through the experience of autonomy and competence could buffer 
against psychological distress. In addition, it supports the theory that experiencing 
autonomy is  not related to perceived social support, but experiencing relatedness 
and competence is. Thus, becoming more competent and experiencing relatedness 
to others could also strengthen homeless young adults’ satisfaction with their social 
support. The results of the present study are, for the most part, in line with self- 
determination theory and reveal that the assumed relationships are also valid in this 
very deprived group of homeless young adults. For homeless young adults in 
particular, building their sense of competence is important as it can protect them 
from further negative outcomes, such as substance abuse or low self-esteem (Fergus 
& Zimmerman, 2005). In addition, experiencing autonomy is essential, as free choice 
is a crucial motivational driver for change (Bender et al., 2007). During adolescence, 
friends become more important (Leversen et al., 2012) for homeless young adults in 
particular, as they often feel little emotional support from their relatives. Therefore, 
their experience of relatedness with friends is of significant importance as they can 
help to improve homeless young adults’ lives and eventually facilitate a transition 
into more stable living situations (Johnson et al., 2005; la Haye et al., 2012).   
 Because all three constructs of self-determination among homeless young adults 
are positively associated with quality of life, interventions should support homeless 
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young adults in enhancing their self-determination. How can we enhance homeless 
young adults’ experience of autonomy, competence and relatedness? According to 
the self-determination theory, positive feedback should be provided and intrinsic 
motivation should be enhanced (Deci & Ryan, 2000). Intrinsic motivation refers to 
doing something because it is inherently interesting or enjoyable instead of doing it 
under pressures or for rewards (Ryan & Deci, 2000a). This is especially important for 
homeless young adults as they often feel that professionals disregard their autonomy 
and independence (De Winter & Noom, 2003; Thompson et al., 2006). Instead, 
professionals should create an open learning environment in which they seek a 
dialogue with homeless young adults, in which they support them in choosing and 
attaining their own goals, and in which they give them positive feedback. Motivational 
interviewing, which is grounded in the self-determination theory, appears to be an 
appropriate technique to help create the conditions for good quality care and positive 
outcomes (Markland, Ryan, Tobin, & Rollnick, 2005; Miller, 1983). The aim of 
motivational interviewing is to enhance intrinsic motivation for changing problematic 
behavior by exploring and resolving ambivalence (Miller & Rollnick, 2002 p. 25). The 
role of the professionals is to help the client to locate and clarify their motivation for 
change and to provide information and alternative perspectives on problem solving 
and potential ways of changing (Miller, 1983). Turning problematic behavior into 
more adaptive problem solving through motivational interviewing is also related to 
improved quality of life (Brodie, Inoue, & Shaw, 2008; Channon et al., 2007). The 
principles of motivational interviewing fit well with the principles of working according 
to a strengths-based approach, which has gained considerable popularity in recent 
years. Both methods underline the importance of commitment, honesty and 
autonomy in the relationship between clients and professionals (Planije et al., 2003; 
Wolf, 2012b). To conclude, motivational interviewing is a technique that can be used 
by professionals to foster homeless young adults’ self-determined behavior and, in 
turn, improve their quality of life. To date, there are only a few studies reporting on 
the effectiveness of interventions for homeless young adults (Altena, Brilleslijper- 
Kater, et al., 2010). However none of these interventions are aimed at meeting their 
basic psychological needs. The need for evidence based interventions among 
homeless young adults is high and therefore Houvast was developed, in close 
collaboration with professionals and homeless young adults in the Netherlands (Wolf, 
2012b). The Houvast intervention, which is also grounded in self-determination 
theory, is a recovery oriented intervention that aims to improve the quality of life of 
homeless young adults by focusing on their strengths and supporting their capacity 
for self-reliance. The effectiveness of this intervention is being examined elsewhere 
(Krabbenborg, Boersma, van der Veld, van Hulst, et al., 2015; Krabbenborg, Boersma, 
& Wolf, 2013).
Processed on: 4-10-2016
505620-L-bw-Krabbenborg
113
5
SELF-DETERMINATION IN REL ATION TO QUALIT Y OF LIFE
 This study is unique because it is the first to examine the relation between 
self-determination and homeless young adults’ quality of life. However, the study 
also has some limitations. It was not possible in this study to estimate reciprocal 
effects. If that had been possible we could have tested the hypothesis or could have 
investigated whether homeless young adults who  receive less social support, would 
also report low relatedness (Deci & Ryan, 2000). Also, we could have tested a possible 
significant path between perceived social support and the effect of psychological 
distress on quality of life as confirmed by others (Lee, Tyler, & Wright, 2010; Lippert & 
Lee, 2015). Examining reciprocal effects would also have provided the opportunity to 
investigate whether the ‘accumulation of risk perspective’, that has been investigated 
among homeless adults (Lippert & Lee, 2015), can be applied to homeless young 
adults as well. This approach highlights that earlier advantages (and disadvantages) 
influence the accumulation of resources (or hardships) throughout one’s life and are 
related to the mental health of homeless people (Ben-Shlomo & Kuh, 2002). However, 
for this type of analyses we would have needed instrumental variables or longitudinal 
data that would enable us to specify a cross-lagged panel model where the 
cross-lagged effects can be interpreted as reciprocal causal effect. This was not 
possible with the present cross-sectional data. First of all, future research should 
incorporate a longitudinal approach. Secondly, the Cronbach’s alphas for autonomy 
and competence were low. For future research it might be interesting to validate 
these scales, including factor analyses, among a population of homeless young adults, 
which would probably lead to higher internal consistency of adapted scales. Thirdly, 
in this study we did not make a comparison between young homeless adults and 
young adults who are housed and never were homeless or with young adults who 
were re-housed after being homeless. Homeless young adults have to deal with 
extreme situations in which basic needs (food, water and shelter) are often lacking. 
According to Maslow (1970), these needs must be satisfied before a person can 
obtain life satisfaction. A study among homeless adults who found housing showed 
that quality of life increased, especially among those who made a transition to 
independent living situations (Wolf et al., 2001). This emphasizes the need for future 
research to include both homeless and housed young adults in order to get a more 
complete picture of the psychological needs of young adults in different living 
situations. In addition, further research is needed to gather more  in-depth under- 
standing of homeless young adults’ experience of autonomy, competence and 
relatedness in relation to other meaningful people around them. For example, to 
investigate whether homeless young adults’ need for autonomy, competence and 
relatedness are satisfied by people they emotionally rely on, such as friends or peer 
support workers. Possibly, this influences homeless young adults’ experience of 
self-determination and well-being, as already proven in previous studies among 
other groups, such as people in romantic relationships (Patrick, Knee, Canevello, & 
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Lonsbary, 2007) and college students (Ryan, La Guardia, Solky-Butzel, Chirkov, & Kim, 
2005). 
Conclusion
This study is the first to report on self-determination in relation to the quality of life 
of homeless young adults. Quality of life is most strongly influenced by the experience 
of competence; although autonomy and relatedness also appear to be significant 
correlates of homeless young adults’ quality of life. Psychological distress and 
perceived social support mediate the relationship between autonomy, competence 
and relatedness on the one hand and quality of life on the other hand. As previous 
studies have demonstrated, homeless young adults suffer from low quality of life, 
high rates of psychological distress and limited social support, interventions designed 
to improve homeless young adults’ quality of life may benefit from the research 
findings. Professionals should enhance homeless young adults’ self-determination, 
especially their perceived competence. 
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Abstract 
The development of a strong working alliance between homeless young adults and 
their professionals is seen as essential for the recovery of the homeless young adult. 
Yet, little is known about the reciprocity of the working alliance and its relation to 
outcomes. This paper reports about the working alliance between homeless young 
adults and their social workers, and its association with self-determination, resilience 
and quality of life using a one-with-many design. 102 Homeless young adults and 
32 social workers in ten Dutch shelter facilities participated. Homeless young adults 
were interviewed twice: once when entering the facility (baseline) and once when 
care ended or sixth months after baseline interview (follow-up). Social workers were 
questioned about the working alliance at follow-up. Data was analyzed using a 
one-with-many design. Results showed that homeless young adults who generally 
reported strong alliances with their social worker, do not have a social worker who 
generally reported strong alliances (generalized reciprocity). In addition, if a young 
adult reported to have an especially strong alliance with his worker, this worker did 
not necessarily reported to have a strong alliance in return (dyadic reciprocity). 
However, young adults who perceived a stronger alliance with their worker than 
other young adults who were supported by the same worker, improved more on 
self-determination and seemed to improve more in resilience than young adults of 
the same worker who reported to have a weaker alliance. The working alliance as 
reported by workers was not associated with improved outcomes among homeless 
young adults. Although building a strong working alliance with homeless young adults 
may be a great challenge for workers, it is highly important as young adults’ 
perspective of the alliance is associated with outcomes. Workers should encourage a 
dialogical approach in which young adults feel valued and safe enough to express 
their expectations and to build a strong working alliance. 
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Introduction 
The importance of the therapeutic relationship in treatment progress and outcomes 
has been supported by research on a variety of treatment types (e.g. psychotherapy) 
and in different client populations (e.g. children, adolescents and adults) (Horvath, 
Del Re, Flückiger, & Symonds, 2011; Shirk & Karver, 2003). The quality of the 
therapeutic alliance has even been considered to be a better predictor of successful 
treatment outcomes than the content of the technique or intervention that is being 
used (Duncan et al., 2004; Horvath et al., 2011; Horvath & Symonds, 1991; Martin, 
Garske, & Davis, 2000; Safran & Muran, 2000; Wolf, 2012b). The current study extends 
previous research (Martin et al., 2000) by examining the relationship between the 
client-worker alliance and outcomes in a rehabilitation context, namely shelters for 
homeless young adults. 
 Homeless young people often face many adversities and stress in their lives. They 
often escape from their homes because of dysfunctional or abusive family situations 
(Coates & McKenzie-Mohr, 2010; Edidin, Ganim, Hunter, & Karnik, 2012; Ferguson, 
2009; Fransen & van den Handel, 2011; Thompson et al., 2010). While homeless, they 
are susceptible to (physical and sexual) victimization, engagement in high risk 
behaviors (e.g. substance abuse) and involvement in criminal activities (e.g. drug 
dealing). In addition, these young people are at high risk for a variety of adverse 
health outcomes (e.g. infectious diseases, depression) (Beijersbergen et al., 2008; 
Edidin et al., 2012; Kelly & Caputo, 2007; Thompson et al., 2010). Although homeless 
young adults are in critical need for support, they often feel disconnected from other 
people and support systems including the professional care system (De Rosa et al., 
1999; De Winter & Noom, 2003; Whitbeck, Hoyt, & Ackley, 1997; Wolf & van der 
Laan, 2005). Because of the stress, trauma and negative experiences with previous 
(adult) relationships (Stefanidis, Pennbridge, MacKenzie, & Pottharst, 1992; Tavecchio 
et al., 1999) it may be difficult for them to build strong alliances with adults (De Rosa 
et al., 1999; De Winter & Noom, 2003; Eltz, Shirk, & Sarlin, 1995; Thompson et al., 
2006). Qualitative research on homeless young adults has shown that building a 
strong working alliance with social workers, characterized by commitment, honesty 
and autonomy, is essential to achieve positive outcomes in youth, such as more 
self-reliance and independence (Bender et al., 2007; De Winter & Noom, 2003; 
Thompson et al., 2006).
 Among homeless adults it was found that having a strong therapeutic alliance 
with a social worker after three months is associated with a higher quality of life 
(Chinman, Rosenheck, & Lam, 1999, 2000) and more perceived social support (Tsai, 
Lapidos, Rosenheck, & Harpaz-Rotem, 2013). It has been suggested that a strong 
mutual working alliance promotes feelings of trust and safety (De Vries, 2008), 
through which experiences of self-determination may be fostered (Ritholz, 2001; 
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Thompson et al., 2004). Enhancing homeless young adults’ feelings of self-determination 
is essential for psychological growth, integrity and well-being (Deci & Ryan, 2000). 
The extent to which people are self-determined depends on the degree of fulfillment 
of three basic psychological needs (autonomy, competence and relatedness) (Ryan & 
Deci, 2000b). Although research about self-determination among homeless young 
adults is scarce, a focus on self-determination by social workers in their relation with 
homeless young adults has been recommended frequently (Noom & de Winter, 2001; 
Thompson et al., 2004). A previous study has shown a positive association between 
therapeutic alliance and self-determination among psychiatric clients who received 
ambulatory care (Ritholz, 2001). Furthermore, positive associations were also found 
between self-determination and quality of life, psychological distress and social 
support among homeless young adults (Krabbenborg, Boersma, van der Veld, 
Vollebergh, & Wolf, 2015). Whether feelings of self-determination are related to the 
working alliance between homeless young adults and workers is unknown.
 Although homeless young adults are confronted with many stressful live events 
and hazards, some youth are able to effectively cope with, or adapt to their stressful 
and challenging life situations, show perseverance, self-reliance, and equanimity and 
experience life as meaningful (Rew & Horner, 2003; Wagnild, 2010). Resilient people 
have certain strengths and are able to benefit from protective factors that help them 
to overcome difficulties and adverse life conditions (Zolkoski & Bullock, 2012). As 
such, resilience can be very important to preserve health and quality of life (Kidd & 
Shahar, 2008; Rew & Horner, 2003). It has been found that resilience protects against 
(and reverses) depression, anxiety, fear, helplessness, and other negative emotions. 
As such, resilience has the potential to reduce the negative effects of (extreme) 
stressful life events that can make people vulnerable for adverse health outcomes 
(Wagnild, 2010). According to Wagnild (2010) resilience is changeable and can be 
enhanced by strengthen five essential characteristics of resilience (resilience core): 
Meaningful life (purpose), Perseverance, Self-reliance, Equanimity, and Coming home 
to yourself (existential aloneness). By providing adequate support, including 
emphasizing strengths, social workers could foster homeless young adults’ resilience 
by helping them to increase their ability to overcome their (health) problems (Rew & 
Horner, 2003), which subsequently could lead to a higher quality of life (De Vries, 
2008). In the current study, we will therefore examine whether a strong working 
alliance between homeless young adults and their social workers indeed fosters their 
self-determination, resilience and quality of life.
 Across studies, the working alliance has been operationalized in many ways, such 
as, an emotional connection (e.g. affective bond) or a cognitive connection (e.g. 
agreement between patient and therapists on the tasks and goal of therapy) between 
the therapist and the client (Bordin, 1979; Karver, Handelsman, Fields, & Bickman, 
2005). As many homeless young adults have problems engaging into a relationship, it 
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is important to establish an emotional connection first before they can accept the 
help offered by social workers and achieve improvements (De Winter & Noom, 2003). 
In the current study, the emotional connection between homeless young adults and 
social workers is investigated as an important facet of the working alliance. The 
development of a strong working alliance is a mutual and dynamic process in which 
homeless young adults and social workers collaborate in order to address young 
adults’ needs. Some studies showed that when a client reports a strong relationship 
with a therapist, the therapist also reports a strong relationship with that client 
(Bordin, 1979; Fitzpatrick, Iwakabe, & Stalikas, 2005). This convergence of views on 
the alliance contributes to the quality of the therapeutic process (Fitzpatrick et al., 
2005). However, in therapeutic settings it has also been found that therapists and 
clients do not always have similar views on the alliance: Clients may perceive stronger 
working alliances than therapists or the other way around (Blum, 1998; Marcus, 
Kashy, & Baldwin, 2009). When looking at client outcomes, clients’ views are more 
strongly related to outcomes than therapists’ views (Fitzpatrick et al., 2005). Given 
the importance of both the perception of homeless young adults and workers of the 
working alliance, the alliance in the current study is considered from a dyadic 
perspective by using a one-with-many design (Marcus et al., 2009). This approach 
takes into account the hierarchical structure of the data (nestedness) and the 
potential reciprocity in ratings of the working alliance (Marcus et al., 2009). Each 
young adult is supported by a single social worker (the one), but social workers 
typically assist multiple homeless young adults (the many). The social workers are the 
upper level unit (level 2) and homeless young adults are the lower level unit (level 1). 
To our knowledge, we are the first to investigate the reciprocity of the working 
alliance between homeless young adults and their workers and its impact on the 
outcomes for homeless young adults, hereby testing to what extent these outcomes 
may be attributed to a strong working alliance. The research questions of this study 
are:
1)  When homeless young adults generally report strong alliances with their social 
workers, do these social workers also report strong alliances with all their 
homeless young adults (generalized reciprocity)?
2)  When a homeless young adult reports a strong alliance with his social worker 
(stronger than other homeless young adults), does this social worker also report 
an especially strong alliance with this homeless young adult, stronger than he 
rates his alliance with other homeless young adults (dyadic reciprocity)?
3)  Are positive working alliance ratings from the perspectives of homeless young 
adults and social workers associated with more self-determination, resilience 
and quality of life in the course of the care trajectory? 
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Methods
Recruitment, selection and procedure
We used the baseline and follow-up data from a cluster randomized controlled trial 
on the effectiveness of a strengths-based method for homeless young adults, called 
‘Houvast’ (Dutch for ‘grip’) that was conducted among ten Dutch shelter facilities for 
homeless young adults ≥ 18 years old (Krabbenborg, Boersma, & Wolf, 2013). To be 
eligible to participate in this study shelter facilities had to meet the following inclusion 
criteria: a) delivering ambulant and/or residential care to homeless young adults; b) 
providing services to at least 15-20 homeless young adults per year; c) providing care 
for an average period of at least three months consecutively. As the study variables 
did not significantly differ between the intervention and the control group and the 
analyses revealed no differences in results when controlled for condition in our 
analyses, we treated our data as one single unconditional study. 
 In total, 251 homeless young adults were interviewed at baseline by trained 
research assistants experienced in interviewing vulnerable people. The interview was 
conducted approximately two weeks after admission to the shelter facility. Of these 
251 participants, 198 homeless young adults participated at follow-up (78.9%). 
Follow-up interviews were conducted when care ended up to a period of six months 
after the first interview. Participants received 10 euros for a baseline interview and 
20 euros for follow-up. After the follow-up measurement, the social worker was 
asked to fill out an electronic questionnaire about the working alliance. The working 
alliance was only assessed at follow-up measure to make sure enough time was 
allowed to establish a working alliance (M = 5.55 months; SD = 1.35 months) between 
homeless young adults and their social worker. To perform our analyses, at least two 
young adults seeing the same social worker are required. Therefore, data of 32 out of 
65 social workers and 102 out of 198 young adults were analyzed in order to answer 
our research questions (56%  of the workers saw more than two homeless young 
adults). No significant differences were found in the study variables between our 
subsample of homeless young adults (n = 102) and the original sample (n = 198). 
Additionally, no significant differences were found in the reported working alliance 
by social workers in the subsample (n = 32) and the original sample of social workers 
(n = 65).
  All participants were assured of confidentiality and signed an informed consent 
statement prior to participation. Upon consultation, the Ethics Committee stated 
that due to the behavioral character of the intervention, the study was exempt from 
formal review (registration number 2011/260).
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Participants
Table 1 presents the demographics of the 102 homeless young adults and 32 social 
workers. The majority of the young adults is male and mean age is 20 years. More 
than half of the group has at least one parent that was born outside of the Netherlands. 
Most of the young adults had a low to moderately low education level. More than half 
of the group had been homeless for three months or longer. 
 The majority of the social workers is female, with a mean age of 36 years. Most of 
them completed higher vocational education and had a Dutch nationality. On average, 
a social worker had three clients (range 2-10).
Working alliance
The Psychological Availability and Reliance on Adult (PARA) questionnaire was 
administered to assess the affective bond between homeless young adults and their 
social worker (Schuengel, Venmans, Van IJzendoorn, & Zegers, 2005; Zegers, 2006). 
The PARA consists of two parallel versions: the homeless young adult-rated and the 
worker-rated version. Each version consists of 19 items with one subscale measuring 
the affective bond (seven items) between homeless young adults and social workers. 
One example item for respectively homeless young adults and social workers is: 
Table 1   Demographics of the participants (mean (SD), or %) 
 
Characteristics
Homeless young adults
(n = 102)
Social workers
(n = 32)
Gender (female) 33% 72%
Age 20 (1.64) 36 (10.23)
Nationality (non-native) 52% 9%
Education levela
    low 24%
    Moderately low 46%
    Moderately high 30% 16%
    High 84%
Homelessness duration 
(> 3 months)
52.5% (range 0-84 months) n/a
a  Low education level = only elementary school or no education; moderately low = preparatory, 
lower-level vocational education or lower general secondary education; Moderately high education 
level = intermediate vocational education; High education level = intermediate vocational education, 
senior general secondary education or (pre-)university.
Processed on: 4-10-2016
505620-L-bw-Krabbenborg
124
CHAPTER 6
”If something good happens you would like to tell your mentor” and “If something 
good happens he would like to tell me”. The items are rated on a 4-point Likert scale, 
ranging from 1 (disagree) to 4 (agree). A higher mean score indicates a stronger 
affective bond. The Cronbach’s α of the homeless young adult-rated affective bond 
was .72 and of the worker-rated affective bond .70.
Self-determination
The theoretical concept of self-determination was measured with the basic 
psychological needs scale that consists of three subscales: autonomy, competence 
and relatedness (Deci & Ryan, 2000; Johnston & Finney, 2010). Homeless young 
adults were asked to what extent they agreed with 21 statements on a 7-point Likert 
scale, ranging from 1 (not true at all) to 7 (definitely true). An example item is: “I feel 
like I can decide for myself how to live my life”. In this study the total score was used 
with a higher mean score on self-determination indicating the experience of more 
autonomy, competence and relatedness. The Cronbach’s α for the total scale was .80 
at baseline and .85 at follow-up. 
Resilience
The Dutch version of the Wagnild resilience scale (RS-NL) was used to measure 
resilience, which is conceptualized as social and psychological competence characterized 
by equanimity, meaningfulness, existential aloneness and self-reliance (Portzky et al., 
2010; Wagnild & Young, 1993). The scale consists of 25-items with a 7-point Likert 
scale ranging from 1 (strongly disagree) to 4 (strongly agree). An example item is: 
“My belief in myself gets me through hard times”. Higher mean scores reflect higher 
resilience. Cronbach’s α was .84 at baseline and .89 at follow-up.
Quality of life
To indicate general quality of life the abbreviated Dutch version of the Lehman 
Quality of Life Interview (QOLI) was used (Lehman et al., 1995). homeless young 
adults were asked how satisfied they were with their life in general at the beginning 
and at the end of the interview (1 = terrible, 7 = delighted). The mean score of these 
two items were computed with higher scores indicating higher satisfaction with 
quality of life. Cronbach’s α was .72 at baseline and .85 at follow-up. 
Statistical analyses 
We based our approach on Marcus et al. (2009). The first step of a one-with-many 
analysis is to decompose the total variance of homeless young adults and worker 
ratings in perceiver, partner, and relationship variances. From the worker alliance 
ratings, the perceiver variance was calculated. This measures the extent to which a 
social worker is generally inclined to report a positive or negative working alliance 
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across all of his homeless young adults. The partner variance was calculated by means 
of the ratings of the homeless young adults. The partner variance indicates the 
degree to which homeless young adults of the same social worker report to have 
similar alliances. The relationship variances was calculated from the social workers’ 
alliance rating and the homeless young adults’ alliance ratings. The worker-rated 
relationship variance measures the degree to which workers report unique working 
alliances with their homeless young adults. The homeless young adult-rated 
relationship variance indicates the degree to which homeless young adults report to 
have a unique working alliance with their social worker.
 Variance partitioning into three components is necessary to be able to compute 
the dyadic and the generalized reciprocity. Generalized reciprocity refers to the 
degree to which homeless young adults who generally report strong alliances with 
their social worker, have social workers who generally report strong alliances with 
their homeless young adults. Dyadic reciprocity refers to the degree to which a 
homeless young adult and a social worker report similar levels of agreement with 
their relationship. Statistically, this was computed by the correlation of the two 
variance components: the perceiver and the partner variance (generalized reciprocity) 
and the worker-rated relationship variance and the homeless young adult-rated 
relationship variance (dyadic reciprocity). 
 To examine the relationship between the working alliance ratings and outcome 
variables, we first computed residualized change scores for the outcome variables. 
This was done by regressing the follow-up scores on the baseline scores for all 
homeless young adults. In the next step two variables, a worker-level and a homeless 
young adult-level variable, were calculated based on these scores for each outcome 
(Marcus et al., 2009). The worker-level variable was computed by taking the average 
residualized change score across homeless young adults of one worker. By subtracting 
this average change score from the homeless young adults’ residualized change 
score, the homeless young adult-level variable was computed. Finally, the perceiver, 
partner and relationship effects were related to the outcome variables at the 
homeless young adult- and worker-level.
Results
Descriptive statistics
homeless young adults’ scores on resilience and self-determination at baseline were 
barely different from follow-up. On average, homeless young adults rated their 
working alliance similar to social workers (see Table 2). At baseline, young adults were 
‘equally satisfied and dissatisfied’ to ‘mostly satisfied’ with their quality of life and 
‘mostly satisfied’ to ‘pleased’ at follow-up. 
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Variance partitioning
As can be seen in Table 3, the variance partitioning of the homeless young adult-rated 
alliance shows that the workers (partner variance) only accounted for a small and 
non-significant amount of variance in the young adult ratings (6.9%). This indicates 
that there was barely any consensus between homeless young adults on how they 
perceived the working alliance with their social worker. Thus, certain social workers 
are not perceived to establish a stronger working alliance by their homeless young 
adults than other social workers.
 The variance partitioning of the worker-rated alliance shows that 34.1% of the 
variance in their ratings was due to the perceiver (see Table 3). This indicates that 
some social workers generally reported a stronger alliance with all of their homeless 
young adults whereas others reported to have a generally weaker working alliance 
with their homeless young adults. The largest part of the variance (93.2%) in the 
young adult-rated scores of the working alliance can be attributed to the undifferen-
tiated relationship, including a perceiver- and error variance component. The same 
accounts for the reported alliance by social workers: the largest amount of the 
variance (65.9%) can be attributed to the undifferentiated relationship, including a 
partner- and error variance.
Reciprocity
The generalized and dyadic reciprocity appeared not to be significant (generalized, 
r = .37, p = .56; dyadic, r = .12, p = .34). The non-significant generalized reciprocity 
means that homeless young adults who generally reported strong alliances with their 
social worker, do not have a social worker who generally reported strong alliances. 
The non-significant dyadic reciprocity means that, when a particular young adult 
reported a strong working alliance with a social worker (stronger than reported by 
other homeless young adults of this social worker), then this social worker not 
Table 2   Baseline and follow-up scores for the study variables reported by 
homeless young adults and social workers (mean (SD)) 
Baseline Follow-up
Study variables Homeless  
young adults
 Homeless  
young adults
Social Workers
Working alliance 2.33 (0.70) 2.26 (0.54)
Self-determination 5.03 (0.68) 5.15 (0.74)
Resilience 3.27 (0.38) 3.38 (0.39)
Quality of life 4.72 (1.23) 5.32 (1.16)
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necessarily reported a strong working alliance with this particular homeless young 
adult (stronger than his alliance with other homeless young adults). 
Working alliance and outcomes
As table 4 indicates, the homeless young adults whose workers generally perceived a 
stronger working alliance (perceiver effect), did not improve more on average on all 
the dependent variables than would be expected from their baseline scores (self-de-
termination, β = .04, t(28) =.31, p = .76; resilience, β = -.15, t(24) = -.78, p = .44; quality 
of life, β = -.12, t(28) = -1.03, p = .31). In addition, there is no evidence that workers 
whose homeless young adults generally reported stronger working alliances with his 
worker (partner effect), supported homeless young adults who improved more in 
outcomes (self-determination, β = -.15, t(28) = -1.07, p = .29; resilience, β= -.17, t(21)= 
-.87, p= .39; quality of life, β = .15, t(24) = 1.20, p = .24). Based on the homeless young 
adult-level variable, it appears that homeless young adults who reported a stronger 
working alliance (relative to the ratings provided by their social workers’ other 
Table 3   The variance partitioning (in percentages) of the working alliance 
between young homeless young adults and social workers 
Proportion of variance
Rater Perceiver Partner Relationship Total variance
Client 
(homeless young adult)
6.85 93.15*** 0.49
Social worker 34.08* 65.92*** 0.30
Table 4   Standardized Regression Coefficients of the association between  
working alliance components and self-determination, resilience and 
quality of life 
Variance component 
affective bond
Self-determination Resilience Quality of life
Perceiver .04 -.15 -.12
Partner -.15 -.17 .15
Client relationship .21** .14~ .13
Worker relationship -.05 -.04 .02
~ p < .10 ** p < .01
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homeless young adults) improved more on self-determination than would be 
expected from the baseline scores compared with other homeless young adults of 
that particular social worker (β = .21, t(68) =2.76, p =.01). A marginal significant 
relationship was found for the association between resilience and working alliance (β 
= .14, t(68) = 1.95, p = .06). No association was found between quality of life and 
working alliance (β = .13, t(66) = 1.57, p = .12). Further, workers did not report a 
stronger working alliance with their homeless young adults when these homeless 
young adults improved more than other homeless young adults (self-determination, 
β = -.05, t(66) = -.97, p = .33; resilience, β = -.04, t(65)= -.79, p = .43; quality of life, β = 
.02, t(66) = .40, p = .69).
Discussion
This is the first study to report on the working alliance between homeless young 
adults and their social workers using a one-with-many approach. Results showed that 
social workers who generally reported strong alliances with their homeless young 
adults did not necessarily supported homeless young adults who reported strong 
alliances (no generalized reciprocity). Homeless young adults who reported to have 
an especially strong alliance with their social worker, not necessarily had a social 
worker who reported a strong alliance with their homeless young adults (no dyadic 
reciprocity). Furthermore, we found that homeless young adults who reported 
stronger working alliances than social worker’s other young adults, improved more in 
self-determination and seem to improve more in resilience compared with other 
homeless young adults of that particular social worker. In contrast, the working 
alliance as reported by workers was not associated with improved outcomes among 
homeless young adults. 
There was no evidence that homeless young adults perceived specific workers as 
better skilled in developing a working alliance than other workers (no significant 
partner effect). However, some workers reported strong alliances, whereas other 
workers reported weaker alliances across their homeless young adults (significant 
perceiver effect), indicating that some workers saw themselves as establishing 
stronger alliances with their homeless young adults compared to other workers. This 
significant perceiver effect might be the result of individual differences in social 
workers’ personality traits, such as self-confidence or being a more optimistic or 
pessimistic oriented person (Marcus et al., 2009). The majority of the variance in the 
therapeutic alliance ratings of the homeless young adults and the social workers 
could be attributed to the undifferentiated relationship effects which is consistent 
with previous studies about therapeutic alliances (Hatcher, Barends, Hansell, & 
Gutfreund, 1995; Marcus et al., 2009; Marcus, Kashy, Wintersteen, & Diamond, 2011). 
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However, as the relationship effect from the homeless young adults is confounded 
with perceiver variance and error, and the relationship effect from the social worker 
includes partner variance and error, a more conservative estimate of the unique 
dyadic relationship in establishing an working alliance is the dyadic reciprocity. 
 The generalized reciprocity was not significant. Based on the perceiver effect, it 
seems that individual differences between social workers do exist regarding their 
perception of the working alliance with his/her clients. However, it seemed that 
homeless young adults did not made such distinction. It is likely that homeless young 
adults were not able to recognize these differences between workers in this service 
context. Maybe, homeless young adults reported a strong working alliance with their 
worker, not knowing that the working alliance with most other workers would actually 
be stronger while the social worker, genuinely, reported a rather weak alliance 
compared to other workers (Marcus et al., 2009). A possible reason for the non-sig-
nificant dyadic reciprocity could be that particular characteristics or experiences of 
the homeless young adults may play a role in establishing good working alliances. As 
homeless young adults often suffered from maltreatment and abuse that contributes 
to physical, psychological and emotional disturbances, it is likely that these negative 
factors affect their ability to establish a good working alliance (Eltz et al., 1995). 
Moreover, many homeless young adults had bad former experiences in shelter 
facilities and lost their trust in social workers (De Winter & Noom, 2003; Planije et al., 
2003). As a result relationship building is a great challenge for both. In therapeutic 
settings, it has also been found that clients with externalizing problems experience 
more problems with authority figures which influences relationship building 
(DiGiuseppe, Linscott, & Jilton, 1996; Shirk & Karver, 2003). As such, developmental- 
and behavioral problems may also have influenced the formation of a working alliance 
between homeless young adults and social workers. Even though these challenges 
exist, same gender client-worker dyads (and racial matching to a lesser extent) may 
contribute to establishing a good working alliance (dyadic reciprocity) between 
homeless young adults and their workers, because it was found that patients and 
therapists of the same sex have similar perspectives on problematic issues 
(Wintersteen, Mensinger, & Diamond, 2005). 
 Our findings provide evidence that homeless young adults who report stronger 
alliances than their social worker’s other homeless young adults (homeless young 
adult-rated relationship effect) improved more in self-determination and seem to 
improve more in resilience (p =.056) than the social workers’ other homeless young 
adults. Similar results were found in a previous study among adolescents in substance 
abuse treatment: clients who rated their alliances stronger than other clients of the 
same therapist had a greater reduction in cannabis use (Marcus et al., 2011). Further, 
there was no significant association between the worker-rated relationship effect 
and outcomes. Thus, workers did not report a stronger working alliance with their 
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homeless young adults (worker-rated relationship effect) when these homeless 
young adults improved more than other homeless young adults. There was no 
evidence for significant associations between the perceiver effect of the alliance and 
outcomes. This indicates that social workers who on average reported stronger 
working alliances, supported homeless young adults who did not necessarily improve 
on these outcomes. Further, social workers who generally form stronger alliances 
with homeless young adults according to these young adults (partner effect), do not 
necessarily support homeless young adults who improved more on outcomes. We 
were not able to find an association between establishing a working alliance and 
improvement in quality of life. Possibly, instead of a direct relationship, there might 
be an indirect association between working alliance and quality of life. Self-determi-
nation and resilience are likely to precede quality of life (Krabbenborg, Boersma, van 
der Veld, Vollebergh, et al., 2015; Ryan & Deci, 2000b). In addition, it might be that a 
change in quality of life is not feasible within five to six months given the severe and 
multiple problems in many life domains of homeless young adults. 
 By using a one-with-many design, we took into account the inter-dependence 
between social workers and homeless young adults. In addition, a one-with-many 
analysis enables variance partitioning which is an improvement over analyses that 
ignore nested designs. In the current study, we used data of an intervention study 
with an intervention and control group. Although we found no differences when 
controlling for condition, we have to bear in mind this limitation. Because the working 
alliance is not a one-dimensional construct, as it consists of the collaboration of tasks 
and goals and the bond between client and therapist, different aspects of this working 
alliance might induce different results (Fitzpatrick et al., 2005). For example, the 
agreement on tasks and goals of the service support, might yield different alliance 
components (partner- perceiver effects) and relate differently to outcomes. 
Therefore, future research should include these constructs as well as a larger sample 
size of social workers and homeless young adults to increase the power of the 
analyses. Future research might also use observation methods for measuring the 
working alliance between homeless young adults and social workers which allows us 
to make objective inferences.
 Our study emphasizes the importance of a strong working alliance between 
homeless young adults and their social workers. Although we found no evidence for 
the relational nature of the working alliance (dyadic reciprocity), homeless young 
adults’ perception of the working alliance is important in achieving positive outcomes. 
This finding is clinically relevant as it is important to bear in mind that, irrespective of 
the strength of the working alliance from the perspective of social workers, the 
working alliance is essential for homeless young adults to become more self-deter-
mined and most likely to enhance their resilience. Therefore, it is important that 
social workers encourage a dialogical approach in which homeless young adults feel 
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safe enough to express their expectations and needs in order to build a strong 
working alliance with their social worker. For social workers it is important to evaluate 
their relationship with homeless young adults on a regular basis to remain up to date 
of homeless young adults’ needs and expectations. An open approach might lead to 
more convergence of perceptions of the working alliance between workers and 
homeless young adults. More convergence can contribute to the quality of the 
rehabilitation process (Fitzpatrick et al., 2005).
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The main objective of this dissertation was to investigate the fidelity and effectiveness 
of the Houvast intervention (Wolf, 2012b) for homeless young adults receiving 
ambulant or residential care. A cluster randomized controlled trial was conducted 
with ten Dutch shelter facilities randomly allocated to an intervention and a control 
group. Due to a lack of evidence-based interventions for homeless young adults and 
the existing need to improve the quality of care for homeless young adults, Houvast 
was developed and implemented. In the Netherlands, there are approximately 9000 
homeless young adults (Brummelhuis & Drouven, 2011) which equals 0.2% of the 
total population between 0 and 23 years of age (CBS, 2014). These young adults, 
although sometimes remarkably resilient, often suffer from multiple problems, such 
as mental health and substance abuse problems, and have very few resources to 
participate in society (Beijersbergen et al., 2008; Jansen, Mensink, et al., 2007; Jansen, 
Wolf, et al., 2007). 
 This dissertation aimed to address four research questions presented in chapters 
three to six. Chapter 3 reports about the results of the fidelity measurement of 
Houvast and chapter 4 about the results of the effectiveness of this intervention. In 
chapter 5 and 6, the results are presented of additional studies examining important 
concepts of the Houvast intervention. In chapter 5, associations between autonomy, 
competence and relatedness with quality of life are examined. Chapter 6 reports 
about the working relationship between the homeless young adult with his or her 
professional. This concluding chapter summarizes and briefly discusses the main 
findings of the studies. Subsequently, the theoretical concepts are discussed, and 
methodological considerations and implications are formulated. Finally, recommen-
dations for future research and a conclusion are given.
1  Summary of main findings
1.1  Fidelity of Houvast
The first research question was to investigate the model fidelity of the Houvast 
intervention (Chapter 3). Measuring fidelity is important because without this 
measurement it would have been unclear whether the results of the study on the 
effectiveness of Houvast were caused due to an ineffective intervention or to 
insufficient implementation of the strengths model. Previous studies demonstrated 
the importance of working according to a model as it was found that higher fidelity 
scores in general in potentially effective interventions produced better client outcomes 
(Bond et al., 2000; Cuddeback et al., 2013; Drake et al., 2001; Fukui et al., 2012). 
 Six months after implementation and around the time of the follow-up interview 
with homeless young adults, fidelity measurements were conducted to evaluate the 
extent to which shelter facilities in the intervention group adhered to the quality 
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indicators of the Houvast intervention. Fidelity was measured by means of the 
strengths model fidelity scale. This scale consists of ten indicators corresponding to 
three subscales: structure, supervision and clinical practice. The findings showed that 
the total fidelity score in all shelter facilities was insufficient. The median score of 
three out of ten indicators were sufficient: caseload ratio, group supervision and 
strengths assessment. 
1.2  Effectiveness 
The second research question was to evaluate whether the Houvast intervention is 
more effective than care-as-usual for homeless young adults’ quality of life, functional 
and social outcomes, care needs, mental health outcomes, and strengths outcomes 
(Chapter 4). Five shelter facilities were randomly allocated to the intervention group 
and the control group. In total, 251 homeless young adults in both groups were 
interviewed when entering the facility. Of these 251 homeless young adults, 198 
were interviewed for a second time when care ended or sixth months after baseline 
interview. Repeated measures analyses and logistic regression analyses were 
conducted. At the follow-up, all homeless young adults had improved on: quality of 
life (primary outcome measure), satisfaction with family relations, satisfaction with 
finances, satisfaction with health, employed or in school, depression, care needs, 
autonomy, competence, and resilience. Although no differences between participants 
in the intervention and control group were found on the primary and secondary 
outcome variables, a higher proportion of homeless young adults who had received 
care according to Houvast were still receiving care at the time of the follow-up 
measurement compared to those who had received care-as-usual. In addition, a 
higher proportion of the Houvast group completed the trajectory compared to those 
who had received care-as-usual or showed less drop out when receiving care 
according to Houvast at the time of follow-up measurement. Due to the insufficient 
fidelity score obtained by all shelter facilities working according to Houvast, it is 
difficult to draw conclusions on the effectiveness of Houvast. What was tested was 
not the Houvast intervention as it was intended. In short, homeless young adults 
benefit from service provision in general, but there was no difference between 
shelter facilities who work according to the Houvast intervention and those delivering 
care-as-usual.
1.3  Self-determination and quality of life
The self-determination theory is an underlying theoretical framework of Houvast. In 
chapter 5, associations between autonomy, competence, and relatedness with 
quality of life and whether these associations were mediated by psychological distress 
and perceived social support were examined. In this cross-sectional study, the 
baseline data of 255 homeless young adults were used that were collected 
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approximately two weeks after they entered the shelter facility. The results of Hayes 
procedure to test for indirect effects showed that competence was both directly and 
indirectly associated with quality of life. More feelings of competence resulted in a 
higher quality of life. In addition, feelings of competence contributed to less 
psychological distress and more satisfaction with perceived social support, which in 
turn resulted in a higher quality of life. Autonomy was associated with less 
psychological distress and, in turn, with a higher quality of life. Relatedness was 
associated with more satisfaction with perceived social support and, in turn, with a 
higher quality of life. Our results showed that using self-determination as an 
underlying theoretical concept for the Houvast intervention is relevant. Houvast is 
primarily aimed at improving the quality of life of homeless young adults and it was 
demonstrated that the enhancement of self-determination, especially competence, 
contributes to the improvement of homeless young adults’quality of life. 
1.4   Working alliance in relation to self-determination,  
resilience and quality of life
In chapter 6, the results are reported of a longitudinal study on the working alliance 
between homeless young adults and their professionals and its associations with 
self-determination, resilience, and quality of life. A dyadic perspective was used: both 
homeless young adults and their professionals filled out a questionnaire about their 
perception of the working alliance with each other. The working alliance was only 
assessed at follow-up measurement to make sure enough time was allowed to 
establish a working alliance between homeless young adults and their professional. 
Accordingly, data of 32 professionals and 102 young adults were analyzed. Data on 
self-determination, resilience and quality of life of baseline and follow-up 
measurement were used to study correlates between these variables and to conduct 
a one-with-many analysis. Associations between the working alliance from the 
perspective of homeless young adults and self-determination and marginally for 
resilience were found. The results showed that young adults who reported a stronger 
working alliance with their professional compared to other young adults of that 
particular professional, improved more in self-determination and seemed to improve 
more in resilience. Furthermore, the working alliance as reported by professionals 
was not associated with improved outcomes among homeless young adults. In 
addition, no associations were found between working alliance and quality of life 
from either the perspective of the homeless young adults or the professional. No 
dyadic reciprocity could be established meaning that when a young adult reported to 
have a strong alliance with the professional, the professional not necessarily reported 
a strong alliance with that young adult. Our results showed that building a strong 
working alliance with homeless young adults is highly important as young adults’ 
perspective of the alliance was associated with outcomes. 
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2.  Discussion  
2.1  Insufficient fidelity of Houvast
In the present dissertation, model fidelity was insufficient in all shelter facilities in the 
intervention condition. However, much effort was invested in the training and 
implementation of Houvast at all levels of the shelter facilities, i.e. management, 
team leaders and professionals, and in the maintenance and strengthening of Houvast 
through supervision. Furthermore, the trainings proceeded according to plan and 
professionals, team leaders and supervisors were enthusiastic about the trainings 
and the Houvast intervention. 
 One of the possible reasons for the low fidelity ratings is that they may have 
resulted from the timing of the fidelity assessment. A previous study on the 
implementation of the strengths-based approach conducted fidelity measurement 
six months after implementation (Fukui et al., 2012; Rapp et al., 2010). Consequently, 
fidelity measurements were conducted every six months for the first two years and 
annually thereafter. After each measurement, improvements were celebrated and a 
plan for the next six or twelve months was developed. During the first year, fidelity 
improvements were most noticeable (McHugo et al., 2007) and hence it is important 
to provide timely feedback and demonstrate the early achievements critical to 
implementation success. In the present dissertation, fidelity measurements took 
place six months after professionals and team leaders had completed their training in 
Houvast and two months after supervisors had finished their training. This period 
probably was too short for professionals to fully adopt the Houvast intervention into 
their daily practice. On hindsight, it would have been better to measure the fidelity at 
least six months after professionals, team leaders and supervisors finished their 
training. Unfortunately this was not possible within the timeframe of this study. 
 There are several other possible reasons for the low fidelity. A great barrier in the 
present study was that professionals working with homeless young adults in the 
same facility received training in Houvast, whereas other professionals of the same 
organization but working in other facilities did not receive training in Houvast and 
worked according to a more problem oriented approach. This sometimes led to 
conflicting demands and expectations of the professionals working according to 
Houvast. Second, because of reorganizations and financial reductions, there was a 
high turnover of employees and professionals experienced unstable teams. 
Consequently, only few trained professionals remained part of the team. 
 Our study confirms the importance to intervene at multiple levels simultaneously 
(Aarons & Sommerfeld, 2012). Conditions for successful implementation should be 
created for all those involved in the implementation process, such as professionals, 
team leaders, supervisors and management. Secondly, providing supervision is 
essential when implementing and adopting Houvast and supervisors fulfill a key role 
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in this process. Therefore, supervisors should be trained before professionals receive 
trainings. Supervisors must be able to run the team supervision, provide field 
mentoring, review tools (e.g. strengths assessment) and give feedback. In addition 
to this suggestion, it is important to build an infrastructure that supports the 
implementation and maintenance of Houvast over time (Rapp, 1998; Rapp et al., 
2010). A supervisor could fulfill the role of ‘content expert’ within this infrastructure, 
but the appointment of a coordinator who monitors the implementation and 
adoption of Houvast is even more important within this infrastructure. Finally, it is 
important to time the implementation of Houvast strategically to mitigate against the 
multitude of factors that results in de-adopting practices. For example, an economic 
crisis or reorganization could contribute to drop-out of employees or even the 
disappearance of the whole shelter facility.
2.2  Effectiveness of Houvast 
Quality of life is the primary outcome measure in the effectiveness study. At follow-up, 
quality of life of homeless young adults in both the intervention and control group 
improved. However, this difference was not significant, meaning that receiving care 
according to Houvast did not affect homeless young adults’ quality of life more than did 
care as usual. Nevertheless working according to Houvast did have an influence on 
successful completion of a trajectory. Fewer homeless young adults dropped out of care 
compared to young adults residing in shelter facilities who delivered care- as-usual. 
 Some considerations regarding the effectiveness of Houvast should be made. At 
first, we must consider the low model fidelity that was found in all shelter facilities in 
the experimental condition. Because of this insufficient fidelity it is difficult to draw 
conclusions on the effectiveness of Houvast. Based on previous research, we would 
expect that after obtaining sufficient model fidelity, the quality of life of homeless 
young adults among those receiving care according to Houvast may be higher 
compared to those receiving care-as-usual (Fukui et al., 2012). Second, based on the 
fact that homeless young adults in general showed improvements in quality of life, it 
may also be that shelter facilities in the Netherlands in general provide relatively 
high-quality care to homeless young adults. Furthermore, the strengths-based 
approach has gained enormous popularity in recent years. Some shelter facilities in 
the control group indicated that they used some principles of the strengths-based 
approach. Although these shelter facilities did not receive training in Houvast, were 
not familiar with the theoretical framework of Houvast and did not use the tools of 
the Houvast intervention, it was unethical to prohibit shelter facilities to use 
strengths-based principles. This could have led to having shelter facilities in the 
intervention and control group with similar characteristics of the care provided 
resulting in not finding differences between the two groups. Finally, due to loss of 
power we were not able to make a distinction between homeless young adults 
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receiving ambulatory care while being housed and not being housed. Perhaps, quality 
of life among homeless young adults who were housed while receiving care improved 
more compared to homeless young adults who were not housed.
2.3  Quality of life as the primary outcome measure
According to the model of Lehman (1988), overall quality of life depends on the 
satisfaction with specific life domains. This implies that prior to the improvement of 
homeless young adults’ quality of life, an improvement on other more specific factors 
needs to be established. Also, a previous study found that an improvement in quality 
of life can be caused by different underlying factors, such as psychological distress 
(Hubley et al., 2014). In the present dissertation both homeless young adults’ level of 
psychological distress and quality of life were measured. Throughout the literature, 
the terms quality of life and psychological well-being and psychological distress are 
often used interchangeably. What is the difference between quality of life, psychological 
well-being and psychological distress? According to the literature, psychological 
well-being encompasses six dimensions of wellness, namely: autonomy, environmental 
mastery, personal growth, positive relations with others, purpose in life and self-ac-
ceptance (Ryff & Keyes, 1995). Psychological well-being is defined as more than solely 
the absence of distress or other mental health problems (Ryff, 1995; Ryff & Keyes, 
1995). Psychological distress however, is a negative component of psychological 
well-being according to the definition of Ryff and Keyes (1995). Quality of life is an 
important indicator of homeless young adults’ life experiences (Hubley et al., 2014; 
Lehman, 1988). It reflects the way homeless young adults perceive their position in 
life in the context of the culture and value systems in which they live, and in relation 
to their goals, expectations, and concerns’ (WHO, 1995). Furthermore, it can be 
conceived of as a ‘positive’ outcome as opposed to psychological distress. Consequently, 
it was decided to use quality of life as the primary outcome in the effectiveness study.
2.4  Self-determination and quality of life
As far as known, this is the first study that examined associations between autonomy, 
competence, and relatedness with quality of life in homeless young adults. The 
results are in line with the assumptions proposed in self-determination theory (Deci 
& Ryan, 2000) and the empirical evidence in other populations. Autonomy, 
competence and relatedness appeared to be important for homeless young adults’ 
quality of life and psychological distress. All three needs were independently 
correlated with quality of life and psychological distress. However, competence 
appeared to be the most important psychological need for quality of life in homeless 
young adults as it was both directly and indirectly associated with quality of life. 
 Some previous studies in more general populations found similar results. A study 
among adolescents found the highest correlation between competence and life 
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satisfaction (Leversen et al., 2012). Also, competence has shown to be predictive for 
concurrent and future levels of well-being in adolescents (Véronneau et al., 2005). 
Given the importance of competence, it is obvious that many prevention and 
intervention programs for youth have focused on the strengthening of competence 
skills (Catalano et al., 2004). Strengthening competence seems to be essential for 
homeless young adults when they receive care. Building a sense of competence is 
important as it can prevent them from further negative outcomes, such as substance 
use or a low self-esteem (Fergus & Zimmerman, 2005). Houvast stimulates a sense of 
competence by setting realistic personal goals and coaching homeless young adults in 
overcoming barriers by making optimum use of available resources in their 
environment. In chapter 4, it was shown that the experience of competence improved 
after receiving care. Altogether, the results suggest that the basic psychological needs 
as described by the self-determination theory are fairly universal or at least also valid 
in this very deprived group of homeless young adults.
2.5   Working alliance and its associations with self-determination, 
resilience and quality of life
“The working relationship between homeless young adults and their professional is 
primary and essential, recovery starts with trust”. This is one of the six strengths 
principles of Houvast, The findings in this dissertation showed that homeless young 
adults’ perception of the working alliance is important for improvements in their 
self-determination and to a smaller extent in their resilience. However, no dyadic 
reciprocity was found (chapter 6). Previous studies reported about the problems 
homeless young adults and professionals experience in establishing a strong working 
alliance between them and the important barriers in receiving (De Winter & Noom, 
2003) and utilizing adequate services (De Rosa et al., 1999; Thompson et al., 2006). 
No previous studies have reported about the influence of working alliance ratings on 
dependent variables among homeless young adults and their professionals. In clinical 
therapy settings, however, more research has been conducted on the association 
between working alliance and outcomes. Our results are in line with previous studies 
in this field that found that a positive clients perspective is important for positive 
outcomes (Fitzpatrick et al., 2005; Horvath & Symonds, 1991; Martin et al., 2000). 
 Although no direct relations were found between the working alliance and 
improvements in homeless young adult’s quality of life, the results of chapter 5 
showed that self-determination is related to quality of life. As homeless young adults’ 
perception of a strong working alliance is associated with improvements in their 
self-determination (chapter 5), and self-determination is related to quality of life 
(chapter 6), one could reason that there is an indirect relationship between working 
alliance and quality of life. This would emphasize the importance of building a working 
alliance between professionals and homeless young adults. 
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 Building a working alliance with homeless young adults may be a great challenge, 
for instance due to homeless young adults’ physical, psychological or emotional 
disturbances, and previous negative experiences in shelter facilities (De Winter & 
Noom, 2003; Planije et al., 2003). Also, as homeless young adults often suffered from 
maltreatment and abuse contributing to their physical, psychological and emotional 
disturbances, it is likely that these negative factors affect their ability to establish a 
good working alliance (Eltz et al., 1995). Despite these difficulties, it is important for 
professionals to realize that the unique relationship between homeless young adults 
and professionals from the perspective of young adults appears to be important for 
improvement in their self-determination, and to a smaller extent in their resilience. 
Professionals should encourage a dialogical approach in which homeless young adults 
feel safe enough to express their expectations and their needs. For professionals it is 
important to evaluate their relationship with their homeless young adults on a regular 
basis to remain up to date on homeless young adults’ needs and expectations.
 Furthermore, it seems that patients in clinical therapy settings tend to view the 
alliance as stable throughout treatment (Martin et al., 2000). This might be the same 
among homeless young adults and their professional. Thus, professionals must also 
be aware of the possibility that homeless young adults’ view of the alliance might be 
consistent over time. Because the working alliance was only assessed at follow-up, it 
was not possible to examine whether this is valid for professionals in the present 
study. However, based on the literature it is likely that once a homeless young adult 
has formed a first impression, it is difficult to change this as the trajectory progresses. 
Probably, when giving homeless young adults a choice in selecting their own 
professional (or mentor) it would result in stronger and more stable working alliances. 
A study among doctoral students and their supervisors showed that the perception 
of the working alliance among doctoral students was higher among those who chose 
their own supervisor (Farrelly, 2007; Huber, Sauer, Mrdjenovich, & Gugiu, 2010; 
Schlosser, Knox, Moskovitz, & Hill, 2003). Altogether, from these results it can be 
concluded that, as with any young adult, building a safe working alliance with a 
homeless young adult is essential for further continuation of the recovery. 
3  Methodological considerations
3.1  Strengths 
This dissertation has contributed to the small body of existing knowledge about 
effective interventions for homeless young adults. Until now, only a small number of 
studies have evaluated the effectiveness of an intervention for homeless young 
adults and previous studies concluded that more thorough research using rigorous 
designs are needed. In this dissertation, a cluster randomized controlled trial was set 
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up to investigate the effectiveness of the Houvast intervention, making this a 
methodological strong study. Although the most ideal design would have been a 
randomized controlled trial in which individuals were randomly allocated to an 
intervention or control group, this was both from a practical and an ethical standpoint 
not feasible. The number of professionals working in a shelter is relatively small and 
confining trained professionals within a shelter facility to consistently work with 
some homeless young adults and not with others would have made it unpractical. 
Furthermore, some of the tools of Houvast like team supervision requires the entire 
team of professionals to be trained in order to be effective. Providing strengths-
based support to one youth in a shelter and not to another youth who resides in the 
same shelter would have been unethical and unfeasible. 
 A second strength is that there was much collaboration with professionals during 
the data collection. Researchers stayed in contact on a regular basis with team 
leaders and supervisors to be involved in the implementation process, to answer 
questions, to discuss and identify difficulties, and to provide information about the 
research progress. Furthermore, professionals provided help to make contact with 
homeless young adults to make an interview appointment, and to reconnect with 
them for follow-up interviews. This was especially helpful when homeless young 
adults had already left the shelter facility. This probably led to a total drop-out of only 
21 percent of the homeless young adults at the follow-up. 
 A third strength is that the fidelity of the Houvast intervention was measured. 
Much effort was invested to measure the fidelity of Houvast by conducting a one-day 
audit to the shelter facility. The advantage of the fidelity measurements was that 
more reliable conclusions on the ineffectiveness of Houvast could be drawn. A 
second, more practical advantage of the fidelity measurements was that all shelter 
facilities received tailor-made guidelines on how to improve and optimize their 
implementation of Houvast. 
 Another strength of this dissertation is that a dyadic perspective was used to 
investigate the working alliance between homeless young adults and their 
professionals. By using a one-with-many design the nested structure of the data was 
taken into account. Thereby, in fact three perspectives were investigated, namely the 
perspective of the young adult, the perspective of the professional and the perspective 
of their unique dyad. 
3.2  Limitations
This dissertation has some limitations as well. A first limitation is that the time of 
follow-up measurement was flexible. The follow-up interview with homeless young 
adults took place when homeless young adults left the shelter facility, no matter what 
the reason was. Experts in the field indicated that this seemed to be the best option. 
A fixed timeframe for the follow-up would result in invalid findings because it would 
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result in a variation of time between young adults leaving the shelter facility and 
measurement. However, as a result of this decision, the duration of exposure to 
Houvast or care-as-usual was not equal for each homeless young adult. Controlling 
for this variable was not possible because interpreting ‘duration of exposure’ is not 
conclusive. A long or short exposure to the intervention can be interpreted as positive 
or negative depending on the reasons for finishing care. For instance, a short duration 
of exposure could mean that homeless young adults left the shelter facility because 
they had achieved their goals early. On the other hand, it could also mean that 
homeless young adults were forced to leave the shelter facility, for example because 
they violated the rules of the shelter facility. Second, fidelity measurements were 
conducted in five shelter facilities who worked according to the Houvast intervention. 
No fidelity scores are available for the five shelter facilities who participated in the 
control condition. Therefore, it was not possible to control for this variable in the 
analysis concerning the effectiveness of Houvast. As fidelity measurement is an 
important aspect of an intervention study, future research should regularly conduct 
fidelity measurements on a larger scale in order to be able to incorporate fidelity data 
in the analysis of outcomes. 
3.3  Representativeness and generalizability
To what degree are homeless young adults in this study representative for the total 
population of homeless young adults in the Netherlands? As described in the 
introduction, agencies in the Netherlands provide different types of care to homeless 
young adults such as outreach services and emergency or night services for homeless 
people in general. The present dissertation did not focus on these types of care. 
Instead, the homeless young adults in this dissertation represent the population of 
homeless young adults who either reside in shelter facilities where they receive care 
(e.g., social pension or social shelters) or ambulatory care (while being housed or not 
being housed). These types of care were designed specifically for homeless young 
adults. The participating shelter facilities were spread throughout the Netherlands. 
Therefore, the results in the present dissertation are representative for this subgroup, 
but no conclusions can be drawn about the effectiveness of Houvast among other 
subgroups. 
 The results in the present dissertation can be compared with both Dutch and 
international outcomes. But how generalizable are the results of the present 
dissertation to the national and international population of homeless young adults? 
In the few studies conducted among homeless young adults in the Netherlands, the 
distribution of age and gender of the participants varies widely. Most Dutch studies 
focused on homeless young adults with an average age between 19 and 22 years old 
(Beijersbergen et al., 2008; Fransen & van den Handel, 2011; Jansen, Mensink, et al., 
2007) whereas many studies in the United States focused on homeless young adults 
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from about 14 years of age onward (Slesnick et al., 2009). In the Dutch literature, both 
an equal distribution of gender or an over-representation of male homeless young 
adults have been reported ( Wolf, Altena, Christians et al., 2010) such as in the present 
dissertation. In the international literature the distribution of males and females in 
the study population varies enormously (Slesnick et al., 2009). About half of the 
homeless young adults in the current dissertation has a Dutch background which 
is comparable with other Dutch studies (Beijersbergen et al., 2008; Fransen & van 
den Handel, 2011). The main reasons for homeless young adults to leave home in 
the present dissertation like family conflicts, bad relationship with (step) parents, 
financial problems and emotional abuse are similar to other Dutch studies (Wolf, 
Altena, Christians et al., 2010) and international studies (Slesnick et al., 2009; Thompson, 
Safyer, & Pollio, 2001; van Deth, van Doorn, & Rensen, 2009; Whitbeck et al., 2000). 
The broad range of problems homeless young adults in the Netherlands face are to 
a large extent comparable with homeless young adults in other western countries: 
low educational level, high debts, psychological and substance use problems, and a 
suspected intellectual disability (Pollio et al., 2006). 
 Also the care system in the Netherlands is different compared to the United 
States making generalizability of the results difficult. Every citizen in the Netherlands 
is required to pay tax and to pay for health care insurance. This system provides 
citizens (including homeless young adults) comprehensive coverage for a wide range 
of services, such as a guaranteed income, the necessary medical care (e.g., general 
practitioner and hospital), and medication. In the United States, the culture itself 
tends to be more individualistic and the amount of tax to be paid is low compared to 
the Netherlands. However, under the Affordable Care Act (ACA), or in other words 
‘Obamacare’, it is nowadays compulsory for citizens to have qualifying health 
coverage or to pay a fee. But at this time there are many struggles in implementing 
this health care system in the United States. Furthermore, there are several federal 
and private programs who provide support to homeless people. Despite these 
programs, a previous study revealed that a more national social welfare system could 
prevent homelessness and near-homelessness experiences (Tompsett et al., 2003).
Processed on: 4-10-2016
505620-L-bw-Krabbenborg
146
CHAPTER 7
4  Implications of the study
4.1  Improvement and further development of Houvast
This study does not allow to draw conclusions on the effectiveness of the Houvast 
intervention. It was recommended that future research is needed on the effectiveness 
of Houvast once sufficient model fidelity of the intervention in the trained shelter 
facilities is established. Houvast is based on the strengths-based approach (Rapp & 
Goscha, 2011) and different studies have proven the effectiveness of this approach. 
Studies showed consistently positive outcomes on number of hospitalizations, quality 
of life or social functioning and social support (Barry et al., 2003; Björkman et al., 
2002; Kisthardt, 1994; Macias et al., 1997; Modcrin et al., 1988; Stanard, 1999). 
However, one has to bear in mind that the strengths-based approach was developed 
in the United States and these studies were conducted in the United States as well. 
Because of differences in policies, welfare state, health care insurance and care 
system, there may be differences regarding the execution of the Houvast intervention. 
Nevertheless, many participating shelter facilities have responded enthusiastically to 
Houvast (e.g., experienced a positive team or group atmosphere) and decided to 
continue with Houvast and to provide training to professionals working in other 
shelter facilities after the study was finished. Also, shelter facilities and organizations 
that for whatever reason decided not participate in the current study showed an 
interest in the Houvast intervention. Based on the results of this study and the 
experiences reported by professionals, team leaders and managers during the 
execution of the study, some suggestions for further development of Houvast can be 
made. These are described in the next paragraphs.
Selecting your own mentor
The results in chapter 6 showed that homeless young adults’ perspective of the 
working alliance is important for the improvement of self-determination and 
resilience. This knowledge can be used to think about ways or tools to create an 
optimal working alliance for homeless young adults in which they feel safe enough to 
express their needs and feelings. From the onset of receiving ambulatory or residential 
care, a young adult is generally assigned to a professional (mentor). This mentor 
provides overall guidance, emotional and practical support in multiple life domains 
(e.g., finances, housing, employment, health) during the trajectory towards recovery. 
The mentor, in particular, is designated to support several homeless young adults and 
works with them to attain the goals they had set for themselves. Although it takes 
time to develop a trustful relationship, it is possible that sometimes a meaningful 
relationships cannot be established. For homeless young adults, this can be another 
negative experience leading to dropout (De Winter & Noom, 2003). To prevent this 
undesirable situation, it might be helpful to give homeless young adults a choice in 
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selecting their own personal mentor when entering the shelter facility. Our results 
support this suggestion as it was found that homeless young adults showed more 
improvement on self-determination and marginally on resilience when they experienced 
a stronger working alliance compared to other young adults of the same professional 
(chapter 6). 
Motivational interviewing
Professionals working with homeless young adults ideally try to build a safe and 
secure working alliance by creating an open learning environment in which they seek 
a dialogue with homeless young adults, give them feedback, and support them in 
choosing and attaining their own personal goals. In order to reach goals, it is important 
to set goals that have intrinsic value to a homeless young adult. Goals are rarely 
achieved when they do not meet this criterion (Ryan & Deci, 2000b; Wolf, 2012b). The 
principles of a technique called ‘motivational interviewing’ can be used in order to 
fulfill this criterion. 
 Motivational interviewing is grounded in the self-determination theory and 
appears to be an appropriate technique to help create the conditions for good quality 
care and positive outcomes (Markland et al., 2005; Miller, 1983). Motivational 
interviewing is designed to strengthen an individual’s intrinsic motivation for and 
movement toward a specific goal by eliciting and exploring the person’s own 
arguments for change. Among homeless adolescents in the United States, it was 
found that illicit drug use decreased among those who received motivational 
interviewing. However, the effects of brief motivational interviewing were not 
consistent at long-term highlighting the importance of long-term care for this group 
(Baer, Peterson, & Wells, 2004; Peterson, Baer, Wells, Ginzler, & Garrett, 2006). 
 The studies described in this dissertation emphasize the importance of 
motivational interviewing. In chapter 2, it was described that in the Houvast 
intervention, homeless young adults are in the lead of their recovery process, that 
the working relationship is primary and essential and that recovery starts with 
establishing a trusting working alliance. In chapter 5, it was concluded that it is 
important for intervention programs for homeless young adults to focus on the 
enhancement of self-determination, especially competence, to improve their quality 
of life. Finally, in chapter 6, it was concluded that homeless young adults’ perspective 
of the working alliance is very important for positive outcomes. Motivational 
interviewing fits well with these findings and fits perfectly with homeless young 
adults’ wish be taken seriously and prefer to receive care from professionals who are 
committed, honest, authentic and flexible (Planije et al., 2003; Wolf, 2012b). 
 Motivational interviewing is an integral part of the Houvast intervention and 
should be part of facilities who deliver care-as-usual. In the future, professionals 
should be encouraged and supported to use the principles of motivational interviewing 
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more explicitly. There are four general principles: the expression of empathy, the 
development of discrepancy, rolling with resistance, and support for self-efficacy 
(Miller & Rollnick, 2002). When applying this to homeless young adults, this means 
the following: 1) the professional needs to show empathy as a crucial element for a 
successful exploration of change to take place; 2) the professional needs to explore 
the pros and cons of homeless young adults’ current behavior in order to make them 
aware of the discrepancy between their current behavior and their goals; 3) the 
professional needs to accept ambivalence and resistance of the homeless young 
adults and should not try to engage in conflict or to counter homeless young adult’s 
arguments against change, 4) the professionals need to support homeless young 
adults’ self-efficacy as it is believed that change will not occur unless the young adult 
believes in his own capabilities. 
4.2  Policy implications 
In January 2015 started a major decentralization of tasks and responsibilities 
regarding welfare, youth care and participation from central government to local 
municipalities in the Netherlands. The general aim of this decentralization is to 
organize and provide services in closer proximity with citizens, and to work more 
efficiently, more coherently and more cost-effectively. Nowadays, municipalities 
have the obligation to help citizens to find work and stay employed, and are integrally 
responsible for youth care and for the stimulation of self-reliance of vulnerable 
citizens, such as homeless young adults (Schalk, Reijnders, Vielvoye, Kouijzer, & de 
Jong, 2014). 
 The decentralization gives municipalities much greater responsibility for the care 
of homeless young adults. For example, they are responsible for organizing supported 
living accommodations and providing early intervention via local district-teams. The 
policy is to focus on vulnerable citizens in general instead of specific groups of 
vulnerable citizens, such as homeless young adults. As a result, in the future there 
might be no funding available any more for services specifically targeted at homeless 
young adults. Because of this policy change and the cost reduction that goes hand in 
hand with the decentralization, a radical change is to be expected in the organization 
of the care for homeless young adults. Time will tell if homeless young adults are 
better off with decentralized policies by local municipalities. Perhaps this change will 
make it possible to solve a substantial problem in service delivery when youth reach 
the age of 18. When they turn 18 years old, young adults are often allocated to other 
care providers and need to exit institutional youth care settings where they were 
taken into custody. Also, they are free to choose whether they want to receive care 
or not and many of them decide to leave care at this age. As a result of this, the 
transition from youth care to adults care often resulted in homelessness among 
young adults (VWS, 2011b). On paper, the decentralization offers good opportunities 
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to address this transition problem (Kinderombudsman, 2015) because municipalities 
are nowadays responsible for both youth care and the care of homeless young adults. 
For example, they can diminish the strong distinction in service provision for both 
groups.
 The principles, and theoretical and conceptual models on which Houvast is based 
seem to fit perfectly with one of the goals of the decentralisations, namely to make 
more use of personal strengths and of help and opportunities in the environment. 
Also, the trend towards a society in which people receive more ambulatory care 
seems to fit perfectly with the principles of Houvast. Namely,  focusing on building, 
maintaining and emphasizing the young adults’ social network by meeting them in 
their own environment and trying to involve them in the community. Altogether, the 
Houvast intervention or other interventions which focus on these principles might  be 
of interest for municipalities.
5  Future research
Although several recommendations for future research are given throughout this 
chapter, some additional recommendations should be mentioned. As mentioned 
before, it has been proven that housed young adults have more motivation to change 
and less psychological distress than homeless individuals without stable housing who 
often must employ unusual means to meet their basic needs (Thompson, Maguin, & 
Pollio, 2003). In future intervention studies among homeless young adults, it would 
be worthwhile to make a distinction between four different subgroups: homeless 
young adults receiving ambulatory care while being housed, homeless young adults 
receiving ambulatory care while not being housed (i.e. living on the streets or sleeping 
with friends and receiving ambulatory care for only a few hours a week), homeless 
young adults receiving residential care and homeless young adults who are not 
receiving any care (literally homeless). 
 Second, it would be interesting to involve homeless young adults as researchers 
in the research process because they are dealing with and have knowledge and 
understanding of the problems. They were involved in the development of the 
Houvast intervention. Although the interviewers in the present dissertation received 
training on how to conduct a semi-structured interview, participation of homeless 
young adults could improve the quality of research. Homeless young adults can 
generate more reliable data for instance because they easily gain the trust of other 
young adults (Powers & Tiffany, 2006). This is in line with previous studies that also 
stated that active involvement of homeless young adults into the research progress is 
important for developing and improving interventions for homeless young adults 
(Karabanow & Rains, 1997; Slesnick et al., 2009). 
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Third, regarding fidelity assessment, it would be interesting to investigate the model 
fidelity again after six months to assess possible improvements over time. Because of 
time and financial limitations, to repeat the formal fidelity assessment was not 
feasible in the present dissertation. Nevertheless, a short progress evaluation on 
fidelity was conducted approximately nine months after the fidelity measurements 
suggesting improvements after the fidelity audit at six months. For shelter facilities 
working with homeless young adults it is important to maintain and improve their 
way of working according to a strengths-based approach. If it takes too much time 
and money to measure the fidelity of Houvast frequently, an alternative is to use the 
model fidelity scale as a tool for internal quality assessment. The quality checklist for 
the group supervision, the strengths-assessment and the personal recovery plan, as 
mentioned in the handbook and manual, can easily be used to check whether the 
execution of Houvast by professionals, supervisors and team leaders meets the 
criteria for sufficient model fidelity.
6  Conclusion
This longitudinal study provides new insights into factors influencing the quality of 
life in homeless young adults after entering a shelter facility. This dissertation  showed 
that the fidelity of Houvast is insufficient in all shelter facilities. Hence, this study does 
not allow to draw conclusions about the effectiveness of the Houvast intervention as 
it was not fully executed as was intended. The results of the present dissertation are 
unique because it is the first study that report on the relation between self-deter-
mination and homeless young adult’ quality of life. The self-determination theory 
proved to be a useful as a theoretical framework for understanding quality of life in 
homeless young adults. Finally, this dissertation also showed that the working alliance 
between homeless young adults and the professionals from the perspective of 
homeless young adults is important. Taken together, this dissertation contributed to 
the professionalization of shelter facilities for homeless young adults. In recent years, 
working according to a strengths based approach  has become a prevalent ideology 
within the field of social work in the Netherlands and has been supported by many 
other shelter facilities who did not participate in the present study. Hopefully, the 
findings of this dissertation can contribute towards recovery of the many homeless 
young in the Netherlands. 
“Respect, that is the key. If you have faith…”, and “The best you can offer is yourself” 
(quotes from a homeless young adult and a professional who participated in this 
study) 
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SUMMARY
Summary
Homeless young adults are people under the age of 23, that often suffer from multiple 
problems and that either do not have their own living accommodations, sleep rough, 
temporarily live with relatives or friends, make use of emergency accommodations 
(literally homeless) or are enlisted with an agency for social relief and stay in 
residential shelter facilities (residentially homeless). 
 Homeless young adults are a highly vulnerable population. Many have grown up 
in hostile environments characterized by neglect, abuse or family conflicts. Most of 
them have multiple and complex problems, such as mental health and substance use 
problems, and they often experience limited support from their social network. 
Generally, homeless young adults have very few resources to participate in society, 
like no stable housing, a low level of education, no or a low income and a lack of 
employment, safety and security. These adverse circumstances, lead to a lower 
quality of life of homeless young adults in comparison with the general population. 
In the Netherlands, both homeless young adults and professionals expressed the 
need for improving the quality of care for homeless youth. However, there is a lack of 
compelling evidence for effective interventions. Consequently, a strengths-based 
intervention for homeless young adults was developed in close cooperation with 
homeless young adults and professionals in this field. This intervention, called 
Houvast, aims at improving homeless young adults’ quality of life by focusing on their 
strengths and stimulating their capacity for self-reliance. 
 This thesis examines the model fidelity and effectiveness of the Houvast intervention 
in shelter facilities for homeless young adults in the Netherlands. In addition, two 
important concepts of Houvast are investigated in relation to quality of life: self- 
determination and the working alliance between professionals and homeless young 
adults. This intervention study was carried out between January 2011 and July 2014.
Houvast: a strengths-based approach
In chapter 2 and in the supplement of chapter 3, an extensive description of the 
Houvast intervention is given. Houvast is based on the expert knowledge and views 
of homeless young adults and professionals on appropriate care, available scientific 
evidence regarding effective interventions for homeless young adults and relevant 
theoretical and conceptual models. Examples of the latter are the concept of 
resilience, the model of social quality, the self-determination theory, the concept of 
citizenship, and the model of social quality. The strengths-based approach developed 
by Rapp and Goscha for people with mental illness was chosen as the basis of Houvast. 
The fundamental assumption of a strengths-based approach is that vulnerable people 
also have strengths, talents and aspirations and that their environment consist of 
resources and opportunities that can help in their recovery. The strengths-based 
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approach emphasizes that the capacity for growth and recovery is an innate ability of 
human beings. 
 Houvast comprises three interconnected phases with seven basic tasks to be 
performed by professionals lasting on average six months. However, depending on 
the characteristics of the target population and setting this may be longer or shorter. 
The first phase is the ‘goal setting phase’ in which professionals make contact with 
the homeless young adult and build a working relationship with his or her client. In 
addition, a strengths assessment is made, a taxation of capabilities, and goals are 
formulated. During this phase different tools belonging to Houvast need to be filled 
out. The second phase is the ‘execution phase’ in which working towards recovery is 
central. The professional makes appointments with social network resources of the 
homeless young adult as well as with other professionals involved, always in 
consultation with their client. Additionally, encouraging and motivating the homeless 
young adult to carry out the actions as previously agreed on or to verify whether or 
not actions are carried out according to the personal recovery plan are important 
tasks for the professional in this phase. Successes should be celebrated. In the final 
‘evaluation phase’ the professional and the young adult evaluate whether quality of 
life has improved and goals are reached. New long-term goals can be formulated if a 
follow-up trajectory is considered necessary. Alternatively, the young adult may be 
referred to other professionals for a follow-up traject.  
 Houvast comprises several tools, developed by Rapp & Goscha, such as the 
strengths assessment, the personal recovery plan and group supervision. In addition, 
Houvast also comprises tools that are not included in the American version of the 
strengths-model, such as the ecomap, Very Important Person (VIP) card, and 
worksheet evaluation report and final report. All these tools can help professionals 
in, for example, identifying strengths and capabilities of young adults, using naturally 
occurring resources (e.g., neighbors, clubs), and making use of the young adults’ 
available resources (e.g., friends). 
Study design
In chapter 2 a study protocol is presented that provides an overview of the design, 
procedure and measurements used in the current dissertation. The effectiveness of 
the Houvast intervention was investigated by means of a cluster randomized 
controlled trial. Ten shelter facilities providing ambulant or residential care were 
randomly allocated to an intervention group (n = 5) or a control group (n = 5). 
 Professionals, team leaders, supervisors and managers of the shelter facilities in 
the experimental condition were trained in the Houvast intervention by experienced 
trainers contracted by the researchers. All professionals and team leaders attended a 
follow-up training day and a certified trainer gave additional booster sessions at each 
of the five shelter facilities.
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A total of 251 homeless young adults were interviewed when entering the shelter 
facility. In total, 198 homeless young adults were interviewed a second time six 
months after baseline or when care ended. Young adults were questioned about 
quality of life, satisfaction with social relations, family relations, finances, employment, 
care needs, depression, anxiety, somatization, substance use, autonomy, competence, 
relatedness, resilience and the working alliance. Furthermore, 32 professionals filled 
out questionnaires on the working alliance with their clients around the time of the 
follow-up measurement with the young adult.
 In addition, fidelity measurements were conducted to evaluate the extent to 
which shelter facilities in the intervention group adhered to the quality indicators of 
the Houvast intervention. Fidelity measurements took place six months after 
implementation and around the time of the follow-up interview with homeless young 
adults. One-day audits were conducted at each shelter facility enrolled in the 
experimental condition of the study. In total, 43 professionals completed a 
questionnaire two weeks prior to the audit. During the audits, we analyzed 46 files. 
Furthermore, we conducted five focus groups with three to four homeless young 
adults, nine interviews with team leaders and supervisors and five observations of 
the group supervision. In addition, an evaluation regarding any improvements as a 
result of the audit was conducted six months later. 
Fidelity
Chapter 3 reports on the results of the fidelity measurement of the Houvast 
intervention. Fidelity was measured in five shelter facilities who participated in the 
intervention group of the study by means of a strengths model fidelity scale, 
developed by Rapp & Goscha. This scale consists of ten quality indicators 
corresponding to three subscales: structure, supervision and clinical practice. A total 
score was composed by averaging the ten indicators. Because the fidelity scores were 
not normally distributed, the median instead of the mean score was used. The 
findings showed that the median scores were sufficient in three out of the ten 
indicators: caseload ratio, group supervision and strengths assessment. However, the 
total fidelity score in all shelter facilities was insufficient. Based on their fidelity 
scores, all shelter facilities received concrete guidelines on how to improve model 
fidelity of Houvast. In addition, a tailor-made booster session was organized for each 
shelter facility. 
 The low fidelity ratings may have resulted from the timing of the fidelity 
assessment. Fidelity measurements took place only six months after professionals 
and team leaders and two months after supervisors finished their training in Houvast. 
Furthermore, Houvast requires professionals to let go of their control over service 
delivery and the working relationship and to become a co-participant rather than the 
expert in the recovery process of homeless young adults. This shift, from a prob-
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lem-oriented approach to a strengths-based approach, is difficult and takes time. In 
addition, most of the shelter facilities in this study were embedded in larger 
organizations where a problem-oriented approach was still dominant. As a result, 
professionals, team leaders and supervisors working at different facilities in their 
organization were confronted with conflicting demands. For example, sometimes 
they had to work with different registration forms and tools which also may have led 
to insufficient model fidelity. 
Effectiveness of Houvast
In chapter 4 the results of the study on the effectiveness of the Houvast intervention 
are presented. In order to test the effectiveness of Houvast, a cluster randomized 
controlled trial was conducted with ten Dutch shelter facilities. The homeless young 
adults in the study were between 17 and 26 years old (average: 20 years), 68.1% were 
male, 51% had a Dutch background and, 75% had a low level of education. Upon entry 
at the shelter facility, 60.2% had been homeless for more than three months. Of the 
participants, 76.1% had enrolled in shelter facilities that provided residential care. 
The remaining participants received ambulant care.
 Repeated measures univariate and logistic regression analyses were conducted. 
At the follow-up, all homeless young adults had improved on: quality of life (primary 
outcome measure), satisfaction with family relations, satisfaction with finances, 
satisfaction with health, employed or in school, depression, care needs, autonomy, 
competence, and resilience. However, the Houvast intervention was not more 
effective than care-as-usual. Although no differences between participants in the 
intervention and control group were found on the primary and secondary outcome 
variables, a higher proportion of homeless young adults who had received care 
according to Houvast were still receiving care at the time of the follow-up 
measurement compared to those who had received care-as-usual. In addition, a 
higher proportion of the Houvast group completed the trajectory compared to those 
who had received care-as-usual or showed less drop out when receiving care 
according to Houvast at the time of follow-up measurement. Due to the insufficient 
fidelity score obtained by all shelter facilities working according to Houvast, it is 
difficult to draw conclusions on the effectiveness of Houvast. What was tested was 
not the Houvast intervention as it was intended.
Self-determination
In chapter 5, homeless young adults’ degree of self-determination in relation to 
quality of life was investigated. Self-determination was operationalized by assessing 
the three basic psychological needs, namely: competence, autonomy, and relatedness. 
Furthermore, it was tested whether psychological distress and perceived social 
support mediated this relation. In this cross-sectional study, a total of 255 homeless 
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young adults were interviewed approximately two weeks after entering the shelter 
facility. 
 Hayes procedure was used to test for indirect effects of psychological distress 
and perceived social support. The results indicate that of the three psychological 
needs, competence was most influential for homeless young adults’ quality of life. In 
addition, the experience of competence was related to less psychological distress and 
to more perceived social support. Lower levels of psychological distress and more 
perceived social support resulted in a higher quality of life. Further, the more 
autonomous homeless young adults were, the less psychological distress they 
experienced and in turn, the higher their quality of life. Finally, relatedness was 
positively associated with perceived social support, which in turn was associated with 
a higher quality of life. 
 The findings from this study provide the first evidence that the self- determination 
theory can be useful as a theoretical framework for understanding quality of life in 
homeless young adults and can give rise to interventions. The results underline the 
importance for intervention programs to enhance homeless young adults’ self-deter-
mination and specifically their perceived competence.
Working alliance
The working alliance between homeless young adults and their professionals is a 
crucial element of the Houvast intervention. Therefore, a longitudinal study on the 
working alliance between homeless young adults and their professionals was carried 
out. The association of the working alliance with self-determination, resilience, and 
quality of life was investigated. A dyadic perspective was used: both homeless young 
adults and their professionals filled out a questionnaire about their perception of the 
working alliance with each other. The working alliance was only assessed at follow-up 
measurement to make sure enough time was allowed to establish a working alliance 
between homeless young adults and their professional. Accordingly, data of 32 
professionals and 102 young adults were analyzed. Data on self-determination, 
resilience and quality of life of baseline and follow-up measurement were used. The 
results of this study are described in chapter 6.
 Data was analysed using a one-with-many design. A significant association was 
found between homeless young adults’ perception of the working alliance and their 
self-determination and a marginally significant association was found for resilience. 
Young adults who reported a stronger working alliance with their professional 
compared to other young adults of that particular professional, improved more in 
self-determination and seemed to improve more in resilience at the follow-up. No 
associations were found for quality of life. The perceived quality of the working 
alliance as reported by professionals was not associated with improved results among 
homeless young adults. Furthermore, the results showed that there was no dyadic 
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reciprocity. Thus, when a young adult reported to have a strong alliance with the 
professional, the professional did not necessarily report a strong alliance with that 
particular young adult. 
 This study shows that the unique relationship between a homeless young adult 
and their professional, seen from the perspective of the young adult, appeared to be 
important for improvement in self-determination, and, to a smaller extent, to 
resilience. Thus, it is essential that professionals encourage a dialogical approach in 
which homeless young adults feel safe enough to express their expectations and 
needs in order to improve the perceived quality of the working alliance with their 
professionals. Furthermore, they should evaluate the working relationship itself on a 
regular basis to assure that they are still in tune with homeless young adults’ needs 
and expectations. 
Conclusion and implications
This longitudinal study provides new insights into factors influencing the quality of 
life in homeless young adults after entering a shelter facility. Within six months, all 
participants improved on quality of life and other secondary outcomes, such as 
satisfaction with family relations, satisfaction with finances, satisfaction with health, 
employed or in school, depression, care needs, autonomy, competence, and resilience. 
This dissertation also showed that the fidelity of Houvast was insufficient in all shelter 
facilities. Hence, this study does not allow to draw conclusions about the effectiveness 
of the Houvast intervention. However, the professionals in this study working with 
homeless young adults perceived the Houvast intervention as meaningful and having 
a positive impact on the lives of homeless young adults. Although no effectiveness of 
the Houvast intervention was found in comparison to shelter facilities delivering 
care-as-usual, more homeless young adults were still receiving care and completed 
the trajectory or showed less drop out when receiving care according to Houvast at 
the time of follow-up measurement.
 The results of the present dissertation are unique because it is the first study that 
reports on the relationship between self-determination and homeless young adult’ 
quality of life. The self-determination theory can be useful as a theoretical framework 
for understanding quality of life in homeless young adults and for interventions. 
Finally, this dissertation also showed that the perspective of young adults on the 
working alliance with their  professionals  is important. 
 Several implications can be drawn from the results of the studies in this dissertation. 
First, implementation of the Houvast intervention takes time and should be conducted 
in a strategically chosen period to mitigate against the multitude of factors that 
results in de-adopting practices. Second, the degree of implementation of Houvast is 
dependent upon both the adoption of the Houvast principles by professionals, 
supervisors and team leaders (and management) as well as the organizational context 
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in which the Houvast method is embedded. Third, strengthening competence and 
building a working alliance is essential for homeless young adults when they receive 
care. The principles of motivational interviewing fit well with these findings. In the 
future, professionals should use these principles more explicitly. Finally, as the 
working alliance from the perspective of homeless young adults is important, it might 
be helpful to give homeless young adults a choice in choosing their own personal 
mentor when entering the shelter facility. Houvast seems to fit perfectly with the 
decentralisation vision in the Netherlands  in 2015. The purpose of decentralisation 
is to encourage citizens to participate in the community in order to live safely and 
independently in their own environment. Houvast focuses on building, maintaining 
and emphasizing the young adults’ social network by meeting them in their own 
environment and trying to involve them in the community.
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Nederlandse samenvatting
Dak- en thuisloze jongeren zijn 23 jaar of jonger, hebben meervoudige problemen en 
hebben geen eigen woonruimte en of daar uitzicht op. Feitelijk dakloze jongeren over- 
nachten in de buitenlucht, in een noodopvang of overnachten tijdelijk bij vrienden of 
familie. Daarnaast zijn er residentieel dakloze jongeren zonder eigen woonruimte, die 
zelfstandig (dus niet met een ouder) ingeschreven staan bij een instelling voor maat-
schappelijke opvang, zoals sociale pensions.
 Dak- en thuisloze jongeren zijn een kwetsbare groep burgers. Velen zijn opgegroeid in 
een onveilige omgeving en hebben in hun jeugd te maken gehad met verwaarlozing, 
misbruik en familieconflicten. Dak- en thuisloze jongeren hebben vaak meerdere 
complexe problemen tegelijkertijd, zoals bijvoorbeeld psychische- of verslavings-
problemen. Daarnaast ervaren ze vaak weinig steun van hun sociale netwerk en 
hebben ze geen stabiel onderdak, diploma, inkomen of werk. Hun leven wordt veelal 
gekenmerkt door onveiligheid en onzekerheid en de kwaliteit van hun leven is laag. 
Vaak zijn zij aangewezen op opvangvoorzieningen. In Nederland erkenden zowel dak- 
en thuisloze jongeren als hun begeleiders de noodzaak om de kwaliteit van de zorg 
voor deze jongeren te verbeteren. Het is belangrijk dat begeleiders, werkzaam in 
deze opvangvoorzieningen, werken met effectieve methoden. Echter, er zijn geen 
bewezen effectieve methoden voor deze groep kwetsbare jongeren beschikbaar. In 
Nederland is daarom, in samenwerking met dak- en thuisloze jongeren en begeleiders, 
een krachtgerichte basismethodiek ontwikkeld. Deze methodiek, genaamd ‘Houvast’, 
gaat uit van de krachten, talenten en aspiraties van jongeren en richt zich op het 
verbeteren van de kwaliteit van leven van dak- en thuisloze jongeren en het vergroten 
van hun zelfredzaamheid.
 In dit proefschrift is de modelgetrouwheid en effectiviteit van de Houvast interventie 
onderzocht in Nederlandse opvangvoorzieningen voor dak- en thuisloze jongeren. 
Daarnaast zijn twee belangrijke concepten van de Houvast methodiek onderzocht, 
namelijk zelfdeterminatie en de werkrelatie tussen begeleiders en dak- en thuisloze 
jongeren in relatie tot de kwaliteit van leven van de jongeren. Deze interventie studie 
is uitgevoerd tussen januari 2011 en juli 2014. 
Houvast: een krachtgerichte benadering
In hoofdstuk 2 en in de bijlage van hoofdstuk 3 is een uitgebreide omschrijving van de 
Houvast methodiek te vinden. Houvast is gebaseerd op de visie van dak- en thuisloze 
jongeren en begeleiders over ‘wat goede en passende begeleiding in de opvang voor 
dak- en thuisloze jongeren is’, wetenschappelijke evidentie over effectieve interventies 
voor dak- en thuisloze jongeren, en theoretische en conceptuele modellen. Voorbeelden 
van laatstgenoemde zijn: hoop op een zingevend leven, de zelfdeterminatietheorie, 
burgerschap, en model van sociale kwaliteit. De krachtgerichte benadering, ontwikkeld 
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door Rapp en Goscha voor mensen met psychische problemen, is de basis van 
Houvast. De krachtgerichte benadering gaat ervan uit dat ieder mens de mogelijkheid 
heeft om te herstellen en te groeien en dat dit een aangeboren capaciteit van de 
mens is. De focus ligt hierbij op de krachten van mensen en de hulpbronnen in hun 
omgeving. 
 Een krachtgericht begeleidingstraject bestaat uit drie samenhangende delen met 
zeven basistaken. Het standaard begeleidingstraject duurt zes maanden. Afhankelijk 
van de kenmerken van de doelgroep en de setting kan dit traject echter langer of 
korter zijn. De eerste fase is de ‘focusbepaling’. In deze fase werkt de begeleider aan 
het opbouwen van een werkrelatie met de jongere. Daarnaast worden krachten geïn-
ventariseerd, wordt een taxatie gemaakt van de draagkracht van de jongere en 
worden er doelen gesteld. De focus van de begeleiding wordt dus bepaald en diverse 
ondersteunende materialen, behorende bij Houvast, worden ingezet. De tweede fase 
is de ‘uitvoering’ waarin vooral het ondersteunen van herstel centraal staat. 
Gedurende deze fase maakt de begeleider onder andere afspraken met mensen uit 
het sociale netwerk van de jongere en andere begeleiders die ook betrokken zijn bij 
de begeleiding. Daarnaast stimuleert en motiveert de begeleider de jongere om de 
‘acties’, zoals afgesproken in het actieplan, uit te voeren en gaat de begeleider door 
met het inventariseren van krachten en het bijstellen van doelen en acties. Tevens is 
het belangrijk om behaalde successen steeds te vieren. De laatste fase is de ‘evaluatie’ 
fase. Tijdens deze fase onderzoekt de begeleiders of de kwaliteit van leven van 
jongeren is verbeterd en de gestelde doelen zijn behaald. Eventueel kunnen nieuwe 
lange termijn doelen worden opgesteld en kan de evaluatie leiden tot een vervolg-
traject of tot een afronding en eventuele doorverwijzing. 
 Rapp en Goscha hebben diverse ondersteunende materialen ontworpen die 
ingezet kunnen worden om het begeleidingstraject te ondersteunen, zoals de krach-
teninventarisatie, het actieplan en de teamkrachtbespreking. In aanvulling op deze 
materialen heeft Houvast een aantal unieke, deels bestaande, materialen die geen 
deel uitmaken van het Strengths model, zoals het ecogram, de VIP kaart en werkladen 
voor de evaluatie en afronding. Al deze ondersteunende materialen kunnen tijdens 
het begeleidingstraject van dienst zijn, bijvoorbeeld bij de inventarisatie van krachten 
en mogelijkheden, het zoeken en gebruiken van natuurlijke hulpbronnen (bijvoorbeeld 
buren, sportverenigingen) en het inzetten van het persoonlijke netwerk van de 
jongeren (bijvoorbeeld vrienden).
Studie opzet
Hoofdstuk 2 geeft een overzicht van de studieopzet, de procedure en de meetinstru-
menten die in dit proefschrift zijn gebruikt. De effectiviteit van de Houvast interventie 
is onderzocht door middel van een cluster gerandomiseerde gecontroleerde onder-
zoeksopzet. Tien ambulante of residentiële opvangvoorzieningen voor dak- en 
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thuisloze jongeren werden willekeurig toegewezen aan een interventiegroep (n = 5) 
of een controlegroep (n = 5). 
 De begeleiders, teamleiders, coaches en managers van de opvangvoorzieningen 
die participeerden in de interventiegroep werden getraind in de Houvastmethodiek. 
De trainingen werden verzorgd door ervaren trainers. Alle begeleiders en teamleiders 
volgden later nog een centraal georganiseerde methodiekdag. Daarnaast werden 
boostersessies georganiseerd voor iedere getrainde voorziening. Deze sessies werden 
op de voorziening gegeven door de hoofdtrainer van Houvast. 
 In totaal zijn 251 jongeren geïnterviewd bij instroom in de opvangvoorziening. 
Op het moment van uitstroom of op het moment van het verlaten van de voorzieningen 
zijn 198 jongeren een tweede keer geïnterviewd. De volgende onderwerpen kwamen 
in de interviews aan bod: kwaliteit van leven (primaire uitkomstmaat), tevredenheid 
met sociale relaties, familie relaties en financiën, het hebben van werk of dagbesteding, 
zorgbehoefte, depressie, angst, somatisatie, middelengebruik, autonomie, competentie, 
verbondenheid met anderen, veerkracht en de werkrelatie met de begeleider. 
Daarnaast hebben 32 begeleiders een vragenlijst ingevuld over de ervaren kwaliteit 
van de werkrelatie met de dak- en thuisloze jongere nadat het tweede interview met 
de jongere was afgerond.
 Tussen juni en september 2012 is de mate van modelgetrouwheid van het 
krachtgericht werken bij de opvangvoorzieningen in de interventiegroep gemeten, of 
in andere woorden, de mate waarin opvangvoorzieningen werkten volgens de kwaliteits-
indicatoren van de Houvast methodiek. De modelgetrouwheidsmeting is uitgevoerd 
op één dag door twee auditoren. Twee weken voorafgaand aan de audit vulden 
43 begeleiders een vragenlijst in. Gedurende de audit werden 46 dossiers geanalyseerd, 
vijf focusgroepen met twee tot drie dak- en thuisloze jongeren gehouden, negen 
interviews met teamleiders en coaches afgenomen en vijf observaties van teamkracht-
besprekingen uitgevoerd. Opvangvoorzieningen kregen op basis van de resultaten 
een rapport met verbetersuggesties. Zes maanden na afloop van de audit vond een 
evaluatie plaats van de gemaakte vorderingen en verbeteringen.
Modelgetrouwheid
Hoofdstuk 3 beschrijft de modelgetrouwheidsmeting van de Houvast methodiek en 
de resultaten hiervan. De modelgetrouwheid is gemeten in de vijf opvangvoorzieningen 
die participeerden in de interventiegroep aan de hand van de modelgetrouwheids-
schaal van de krachtgerichte benadering, ontwikkeld door Rapp & Goscha. De schaal 
bestaat uit tien indicatoren die overeenkomen met drie subschalen: structuur, 
borging en traject. Een totale score werd behaald door de scores op de tien indicatoren 
te middelen. De modelgetrouwheidsscores waren echter niet normaal verdeeld en 
daarom is de mediaan in plaats van de gemiddelde score weergegeven. De audit-
resultaten lieten zien dat de mediaan van drie van de tien indicatoren voldoende 
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modelgetrouw was: caseload ratio, teamkrachtbespreking en krachteninventarisatie. 
De totale modelgetrouwheidsscore was echter onvoldoende in alle opvangvoor-
zieningen. De lage modelgetrouwheidsscore kan het resultaat zijn van de timing van 
het meetmoment van de modelgetrouwheid. De metingen vonden namelijk plaats 
zes maanden nadat begeleiders en teamleiders en twee maanden nadat coaches hun 
training in Houvast hadden afgerond. Daarnaast lijken begeleiders meer tijd nodig te 
hebben voor het maken van de overgang van een probleemgerichte naar een 
krachgerichte aanpak waarin zij meerdeelnemer zijn in het herstelproces van de 
dak- en thuisloze jongeren wat een verandering in attitude en gedrag vraagt. Verder 
bleken de meeste voorzieningen van de organisaties met voorzieningen in de inter-
ventiegroep nog volgens een probleemgerichte aanpak te werken. Begeleiders en 
teamleiders die volgens Houvast werkten en ook in andere voorzieningen in de 
organisatie werkten kregen hierdoor te maken met conflicterende eisen en moesten 
bijvoorbeeld dossiers op basis van beide benaderingen opstellen. Dit kan ook een 
lagere modelgetrouwheidsscore tot gevolg hebben gehad. Op basis van de verzamelde 
auditgegevens en modelgetrouwheidsscores ontving elke opvangvoorziening in de 
interventieconditie een rapport met daarin de resultaten per indicator en verbeter-
suggesties. 
Effectiviteit van Houvast
In hoofdstuk 4 staat de effectstudie naar Houvast centraal. Een cluster gerandomiseerd 
gecontroleerd onderzoek werd gehouden onder tien Nederlandse opvangvoorzieningen. 
De dak- en thuisloze jongeren waren tussen de 17 en 26 jaar, met een gemiddelde 
leeftijd van 20 jaar. De meerderheid, 68.1%, was man 51% had een Nederlandse 
achtergrond en 75% had een laag opleidingsniveau. Daarnaast was 60.2% van de 
dak- en thuisloze jongeren al langer dan drie maanden dakloos en ontving 76.1% 
van de jongeren residentiële zorg. 
 Een analyse voor herhaalde metingen en een logistische regressie analyse werd 
gebruikt om de data te analyseren. Bij follow-up lieten alle jongeren een verbetering 
zien op kwaliteit van leven (primaire uitkomstaat), tevredenheid met familie relaties, 
tevredenheid met financiën, tevredenheid met gezondheid, het hebben van werk of 
dagbesteding, depressie, zorgbehoefte, autonomie, competentie en veerkracht. 
De Houvast methodiek bleek echter niet méér effectief dan de gebruikelijke zorg in 
de voorzieningen in de controlegroep. Echter, er werd wel een significant verschil in 
de reden van uitstroom gezien. Het percentage jongeren dat nog steeds begeleiding 
ontving ten tijde van de tweede meting was significant hoger in de interventiegroep 
dan in de controlegroep. Tevens had een lager percentage van de Houvast jongeren 
het begeleidingstraject negatief afgesloten en had een hoger percentage het 
traject succesvol afgesloten. Vanwege de onvoldoende modelgetrouwheid van de 
uitgevoerde krachtgerichte methodiek in de vijf opvangvoorzieningen in de inter-
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ventiegroep is het niet mogelijk om conclusies te trekken over de effectiviteit van 
de Houvast methodiek; wat werd uitgevoerd was nog niet de Houvastmethodiek 
zoals beoogd.
Zelfdeterminatie
Hoofdstuk 5 rapporteert over de relatie tussen de mate van zelfdeterminatie, ofwel 
het gevoel van autonomie, competentie en verbondenheid, en de kwaliteit van leven 
van de dak- en thuisloze jongeren. Daarnaast is de mate van psychische klachten en 
de ervaren sociale steun als mediatoren in bovengenoemde relaties onderzocht. 
Voor deze studie zijn data gebruikt van de basismeting van 255 dak- en thuisloze 
jongeren die twee weken na instroom in de opvangvoorziening zijn geïnterviewd.  
 Hayes mediatie analyse is gebruikt om te testen of psychische klachten en 
ervaren sociale steun een indirect effect hadden op kwaliteit van leven. De resultaten 
toonden aan dat een gevoel van competentie de belangrijkste psychologische basis -
behoefte is voor een verbetering van de kwaliteit van leven van dak- en thuisloze 
jongeren. Competentiebeleving was gerelateerd aan het hebben van minder psychische 
klachten en meer sociale steun, leidend tot een hogere kwaliteit van leven. Verder 
bleek dat hoe meer dak- en thuisloze jongeren een gevoel van autonomie hadden, 
des te minder psychische klachten zij ervoeren, hetgeen resulteerde in een hogere 
kwaliteit van leven. Tot slot bleek dat een gevoel van verbondenheid positief 
samenhing met sociale steun, leidend tot een hogere kwaliteit van leven. 
  Deze studie laat zien dat de zelfdeterminatietheorie bruikbaar is voor het 
begrijpen van de kwaliteit van leven van dak- en thuisloze jongeren. Deze theorie kan 
daarom dienen als een belangrijke theoretische basis voor het begrijpen van kwaliteit 
van leven en voor interventies voor dakloze jongeren. De resultaten toonden aan dat 
het in interventieprogramma’s voor dak- en thuisloze jongeren belangrijk is de focus 
te richten op het versterken van de zelfdeterminatie, specifiek het (ervaren) niveau 
van competentie. 
Werkrelatie
De werkrelatie tussen dak- en thuisloze jongeren en hun begeleider is een essentieel 
element van de Houvast methodiek. Daarom is een longitudinaal onderzoek naar de 
werkrelatie tussen dak- en thuisloze jongeren en hun begeleider uitgevoerd. 
Daarnaast werd het verband tussen de werkrelatie en de mate van zelfdeterminatie, 
veerkracht en kwaliteit van leven van dak- en thuisloze jongeren bekeken. Een 
dyadisch perspectief is gebruikt: zowel dak- en thuisloze jongeren als hun begeleiders 
vulden een vragenlijst in over hun perceptie van de werkrelatie met elkaar. Deze 
vragenlijsten werden ingevuld tijdens de follow-up om er zeker van te zijn dat er ook 
daadwerkelijk een werkrelatie heeft kunnen ontstaan. Data zijn geanalyseerd van 32 
begeleiders en 102 dak- en thuisloze jongeren. Gegevens van zelfdeterminatie, 
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veerkracht en kwaliteit van leven van de jongeren van zowel de baseline als follow-up 
werden gebruikt. De resultaten zijn beschreven in hoofdstuk 6. 
 De data werden geanalyseerd door middel van een ‘one-with-many analyse’. De 
resultaten toonden een samenhang tussen de ervaren werkrelatie vanuit het 
perspectief van de dak- en thuisloze jongeren en hun mate van zelfdeterminatie 
alsmede een marginaal verband tussen de ervaren werkrelatie vanuit het perspectief 
van de dak- en thuisloze jongeren met hun veerkracht. Dak- en thuisloze jongeren die 
een sterkere werkrelatie met hun begeleider ervoeren, vergeleken met andere dak- 
en thuisloze jongeren die begeleid werden door dezelfde begeleider, lieten een 
significante verbetering zien in zelfdeterminatie en een marginale verbetering in 
veerkracht. Er werden geen associaties gevonden met kwaliteit van leven. Daarnaast 
werden er ook geen associaties gevonden tussen de ervaren werkrelatie vanuit het 
perspectief van de begeleider en de mate van zelfdeterminatie, veerkracht en 
kwaliteit van leven. Er was geen sprake van dyadische reciprociteit. Dit betekent dat 
wanneer een jongere een sterke relatie ervoer met de begeleider, deze begeleider 
niet per se een sterke werkrelatie ervoer met deze jongere.   
 Deze studie toont aan dat de werkrelatie tussen dak- en thuisloze jongeren en 
hun begeleider vanuit het perspectief van de jongere erg belangrijk is voor een 
verbetering in zelfdeterminatie en een marginale verbetering in veerkracht. Het is 
daarom essentieel dat begeleiders de dialoog aangaan met dak- en thuisloze jongeren. 
Begeleiders dienen ervoor te zorgen dat jongeren zich veilig genoeg voelen om hun 
verwachtingen en behoeften uit te spreken zodat jongeren een goede werkrelatie op 
kunnen bouwen met hun begeleider. Bovendien is het belangrijk dat begeleiders de 
werkrelatie regelmatig evalueren om er zeker van te zijn dat de begeleiding nog 
steeds goed aansluit bij de behoeften en verwachtingen van de dak- en thuisloze 
jongeren.
Conclusie en implicaties
Deze longitudinale studie geeft nieuwe inzichten in factoren die invloed hebben op 
de kwaliteit van leven van dak- en thuisloze jongeren bij instroom in een opvangvoor-
ziening. In een periode van maximaal zes maanden lieten alle respondenten een 
verbetering zien op kwaliteit van leven en op andere secundaire uitkomstmaten, 
zoals tevredenheid met familie relaties, tevredenheid met financiën, tevredenheid 
met gezondheid, het hebben van werk of dagbesteding, depressie, zorgbehoefte, 
autonomie, competentie en veerkracht. Dit proefschrift toont ook aan dat de model-
getrouwheidsscore in alle opvangvoorzieningen onvoldoende was. Daarom is het 
niet mogelijk om conclusies te trekken over de effectiviteit van de Houvast interventie. 
Echter, de begeleiders in deze studie die werkten met de dak- en thuisloze jongeren 
beschouwden de Houvast interventie als zinvol en gaven aan dat deze interventie een 
positieve invloed op het leven van de jongeren kan hebben. Hoewel de Houvast 
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interventie niet effectiever is in vergelijking met care-as-usual, zien we wel dat een 
hoger percentage van de Houvast jongeren, in vergelijking met de jongeren in de 
controlegroep, ten tijde van de tweede meting nog steeds begeleiding ontving of het 
traject succesvol afsloot. Tevens bleken minder jongeren uit te vallen wanneer zij 
begeleiding ontvingen volgens de Houvast interventie vergeleken met de jongeren 
die care-as-usual ontvingen .
 De resultaten van dit proefschrift zijn uniek omdat het de eerste studie is die 
rapporteert over de relatie tussen zelfdeterminatie en de kwaliteit van leven van dak- 
en thuisloze jongeren. De zelfdeterminatietheorie kan dienen als een belangrijke 
theoretische basis voor het begrijpen van kwaliteit van leven van dak- en thuisloze 
jongeren en voor een interventie voor dakloze jongeren. Tot slot  laat deze studie ook 
zien dat de ervaren werkrelatie tussen dak- en thuisloze jongeren en hun begeleiders 
vanuit het perspectief van de jongere belangrijk is.
 De studie heeft verschillende implicaties. Ten eerste, implementatie van de 
Houvast methodiek kost tijd en moet plaatsvinden in een strategisch gekozen periode 
om zo minder last te hebben van eventuele nadelige factoren die de implementatie 
kunnen belemmeren. Ten tweede, de mate van implementatie van de Houvast 
methodiek is afhankelijk van zowel de adoptie van de principes van Houvast door 
begeleiders, coaches en teamleiders (en management) als de organisatorische 
context waarin Houvast is ingebed. Ten derde, het versterken van het ervaren niveau 
van competentie en het opbouwen van een werkrelatie zijn essentieel in de opvang 
voor dak- en thuisloze jongeren. De principes van motiverende gespreksvoering 
sluiten naadloos aan bij deze bevindingen. In de toekomst zouden begeleiders meer 
expliciet gebruik moeten maken van deze principes. Ten vierde, de ervaren werkrelatie 
tussen dak- en thuisloze jongeren en begeleiders vanuit het perspectief van de 
jongere is belangrijk. Het zou daarom nuttig kunnen zijn om dak- en thuisloze jongeren 
een mentor te laten kiezen die hen gedurende de periode in de opvangvoorziening 
begeleid. Tot slot, de principes van de Houvast methodiek sluiten naadloos aan bij het 
decentralisatiebeleid in Nederland. Het doel van de decentralisatie is dat burgers 
zoveel mogelijk participeren in de gemeenschap en zo lang mogelijk een zelfstandig 
leven kunnen leiden in hun eigen omgeving. Houvast richt zich op maatschappelijke 
participatie, onder meer door het gebruik van bronnen in de natuurlijke omgeving en 
het ontwikkelen of versterken van het netwerk van dak- en thuisloze jongeren.
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Het schrijven van dit proefschrift was voor mij een lange reis die gepaard ging met 
leerzame hobbels en zijwegen. Uiteindelijk wist ik de eindbestemming te vinden. 
Gelukkig had ik hulp van vele mensen om mij heen want zonder hen was ik waarschijnlijk 
verdwaald geraakt.
Allereerst wil ik de jongeren die mee hebben gewerkt aan dit onderzoek bedanken, 
zonder hen was dit onderzoek nooit gestart en was dit proefschrift er niet gekomen. 
De openheid die jullie hebben getoond tijdens de interviews en de kracht die jullie 
halen uit de nare situaties die jullie helaas hebben meegemaakt zijn bewonderings-
waardig. 
Daarnaast verdienen de medewerkers uit de deelnemende opvangvoorzieningen een 
dikke pluim voor de fantastische inzet die zij hebben getoond gedurende het onderzoek. 
Het eerste contact met de jongeren verliep via de contactpersonen; maandelijkse 
belmomenten en vele mailcontacten waren het gevolg hiervan. Bedankt voor de 
inzet, maar ook voor de gastvrijheid op het moment dat ik of mijn collega’s jullie 
voorziening bezochten. Door jullie hebben we een groot aantal jongeren weten te 
interviewen.
Leden van de begeleidingscommissie, bedankt voor jullie inhoudelijke bijdrage aan 
dit onderzoek. William, bedankt voor de statistische input. 
Judith, inmiddels alweer ruim 5,5 jaar geleden stond jij ineens totaal onverwachts op 
mijn voicemail. De afdeling had subsidie ontvangen en je vroeg of ik nog geïnteresseerd 
was in dit interessante onderzoeksproject. Diezelfde dag hadden we een gesprek, 
gaf je mij een rondleiding op de afdeling en was ik aangenomen. De daaropvolgende 
jaren heb ik veel mogen leren. Dankzij jouw analytische input wist ik dit proefschrift 
naar een hoger niveau te tillen. Op het moment dat ik even niet meer verder kwam, 
had jij suggesties waardoor het paper een mooi logisch verhaal werd. Bedankt dat je 
mij de kans hebt gegeven om dit fantastische project te mogen uitvoeren. 
Sandra, bedankt voor je steun als copromotor. Het eerste jaar van het onderzoek 
waren de werkzaamheden nog heel praktisch. Zo reisden we onder andere in mijn 
blauwe polo door het land om de opvangvoorzieningen te bezoeken. Daarna kwam 
de periode van data verzamelen, analyseren en het schrijven van de papers. Bedankt 
dat je mij hebt willen meenemen in de wereld van de ‘strategie’ en dat ik onder 
andere heb mogen leren van jouw consciëntieuze kwaliteiten.
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Wilma, ik ben je dankbaar voor alle fijne inhoudelijke, maar ook procesmatige input 
als tweede promotor. Jouw positieve instelling en nauwkeurigheid bij het corrigeren 
van mijn stukken waren zeer waardevol. Nog waardevoller vond ik de steun die jij gaf 
tijdens de laatste periode van het schrijven van mijn proefschrift, dankjewel! 
Mijn collega’s van Impuls wil ik ook bedanken voor de steun en inhoudelijke input. 
Bente, wat een werk heb jij verricht, ik kon het coördinatie werk volledig aan jou 
toevertrouwen, dankjewel! Dorieke en Linda, voor de gezellige spontane koffie 
momentjes op maandagochtend op onze kamer, om onder andere de ‘volwassen’ 
levens van mij en Linda te bespreken ;). Maar ook voor de fijne etentjes samen, het 
zijn gezellige momenten ook met Sara samen, dankjewel! Nicoline, Sara, Marieke en 
Jorien, bedankt voor de gezellige tijd op mijn ‘eerste kamer’, het zal er vast een stukje 
rustiger zijn geworden na mijn verhuizing. Gelukkig kon ik altijd binnen lopen om 
weer even bij te kletsen. 
Jorien, Marieke, Renée en Daniëlle, samen zaten we in hetzelfde schuitje waardoor 
wij weinig woorden nodig hadden om elkaar te begrijpen. De oio etentjes waren en 
zijn nog steeds waardevol. Astrid, jij bent een super collega. Samen schrijven aan 
artikelen, discussiëren over analyses, maar ook veel bellen over allerlei onzin dingen. 
Mede dankzij jouw input heb ik mijn proefschrift weten af te ronden. 
Sporten is voor mij een uitlaatklep, bedankt teammies voor jullie gezelligheid en luisterend 
oor de afgelopen jaren. Leenke, bedankt voor de fijne hardloopmomentjes. 
Mijn vrienden en vriendinnen wil ik bedanken voor al hun steun de afgelopen jaren. 
Een aantal in het bijzonder. Lieve meiden uit Lichtenvoorde, al vanaf de basis- en 
middelbare school zijn we er voor elkaar. Bedankt voor alle gezelligheid en steun de 
afgelopen jaren. Noor, Annelies & Sjoerd, Debbie & Vincent, bedankt voor jullie 
luisterend oor en de leuke momenten samen. Astrid & Matthijs, de wijntjes en de 
hapjes waren altijd heerlijk. Yuli, Marieke, Yvonne en Ellen, bedankt voor de gezellig 
(kerst)dinertjes, skivakanties en alle andere leuke momenten die we samen beleefden. 
Marieke, jouw spontane bezoekjes zijn tof! Yvonne, jouw brainstormsessies en de 
vele statistische inzichten hebben me echt verder geholpen, dankjewel dat je er altijd 
voor me bent. Ellen, alles komt goed en dat zie je maar weer, bedankt. 
Mijn schoonfamilie, Gerda, Astrid, Jordi, Sophie en Lucas, bedankt voor alle goede 
zorgen. Mijn familie, bedankt voor jullie steun. Leon en Freek, in goede en slechte 
tijden kan ik bij jullie terecht voor wat dan ook. Ook al kwamen de verhuizingen jullie 
soms de neus uit, daar stonden jullie weer met een busje of vrachtwagen. Bedankt! 
Gelukkig waren er ook vele leuke avondjes uit tot diep in de nacht, vaak samen met 
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Lorien en Anniek. Met z’n zessen is het altijd feest, er zijn al vele souvenirs verzameld 
de afgelopen jaren. Wat fijn dat we het zo goed kunnen vinden samen. Ik hoop dat er 
nog vele mooie momenten zullen volgen. Pap en mam, jullie waren en zijn er altijd 
onvoorwaardelijk voor mij, wat voelt het goed om jullie achter mij te hebben staan. 
Ik mag zijn wie ik wil zijn en altijd was de vrijheid daar om te doen wat ik graag wilde 
doen. Bedankt voor alle steun afgelopen jaren en de gezellige avonden aan de 
keukentafel aan de Beethovenstraat. Ik ben trots op jullie!  
Chris, bedankt voor alles! Het geduld dat je met me hebt, de vele positieve inzichten 
die je me gaf, de avonden die je voor me hebt gekookt op het moment dat jij thuis 
kwam uit het werk en ik de tijd weer eens was vergeten, de mooie reizen die we 
letterlijk en figuurlijk hebben gemaakt, maar vooral voor de onvoorwaardelijke liefde 
die ik intens voel. Wat hebben we het goed en met Sam erbij is dit gevoel nog 
completer. Dankjewel lieve Chris, jij bent mijn topper!   
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